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EDICINE, like other arts and sci- 

ences, is not static. It is forever in 

a state of flux, adapting scientific 

discoveries to its use, learning from 

experience, relying heavily on trial and error, 

maintaining the good, discarding the bad, and 

always on the lookout for something better. Seem- 

ingly established therapeutic procedures may be- 

come controversial, may be modified or discarded, 

or their superior worth may be substantiated. 

Sometimes the pendulum swings back and forth. 

And so, methods of therapy in one decade may or 

may not resemble those used in the preceding or 

subsequent decade. It is well for the informed 

physician to know the treatment most favored at 

a given time; and it is of interest and of possible 
value to predict what it will be next. 

The first chosen treatment of carcinoma of the 
cervix in the era of modern medicine was radical 
surgery, as typified by the abdominal panhys- 
terectomies introduced by Wertheim in the latter 
part of the nineteenth century. The discovery of 
radium in 1898 was to change this, for early in 
the twentieth century irradiation therapy was 
introduced (21) in the treatment of carcinoma of 
the cervix, and was to prove superior to the sur- 
gery of that time. For what seemed good and 
sufficient reasons, surgery was subsequently al- 
most abandoned in favor of irradiation. 

A review by Hoge (22) of the literature relating 
to the therapy of cancer of the cervix in the early 
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1930’s supported this view because the great ma- 
jority of the authors favored irradiation. Crossen 
had stated that the operation for carcinoma of the 
cervix was obsolete. Shaw (42, 43), one of Eng- 
land’s most distinguished gynecologists and for- 
merly a strong advocate of surgery, had published 
his advocacy of radium. Among those who had 
stated or implied that they preferred irradiation 
to surgery were Eymer, Laborde and Wickham, 
Dietel, Regaud (34, 35), Jansen, Schinz, Cutler 
(9, 10), Findley (15, 16), Pfahler, Doderlein and 
Voltz (48), Keene and Kimbrough, Burnam (4, 
5), Simpson (44, 45), Lacassagne, Coutard, Healy 
(19, 20), Schmitz (39, 40), and Ward (49, 50). 
However, some writers expressed a preference for 
surgery in operable cases; among these were Bon- 
ney (1, 2) and Faure. Others favored a combi- 
nation of surgery and irradiation. Among these 
were Reiprich, Duncan, Schlink and Chapman, 
Blaikley (33), Gellhorn (17, 18), and others. For 
some time thereafter the trend toward irradiation 
in the treatment of carcinoma of the cervix 
seemed to continue. In 1937, Novak wrote, “‘The 
old question of surgery versus radium has been 
replaced by the question of whether there is now 
any place at all for radical surgery. ... The pre- 
vailing popularity of radiotherapy is fully justi- 
fied by the fact that it gives final results just as 
good as those of even expert surgery.” 

Recently, however, the medical literature and 
forums show a reawakening of interest in the 
surgical treatment:of this condition, an interest 
stimulated, no doubt, by recent advances in the 
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adjuncts to surgery which tend to decrease the 
morbidity and mortality in radical surgical pro- 
cedures. Also, it has been discovered that the 
results of irradiation are far less than ideal. 

Meigs, in 1939, (29) expressed satisfaction with 
the results of treatment of carcinoma of the cervix 
with x-rays and radium, but in 1945 (28) he stated 
that the Wertheim operation in properly selected 
cases may improve the results, and more recently 
he has found reason to add iliac lymphadenectomy 
by an extraperitoneal approach to irradiation in 
the treatment of certain cases (30). Taussig had 
previously introduced the method of adding trans- 
peritoneal iliac lymphadenectomy and bilateral 
salpingo-oophorectomy to irradiation in the treat- 
ment of stage II cases. Brunschwig, an advocate 
of the surgical treatment of carcinoma of the 
cervix, has reported the excision of all the pelvic 
viscera in a series of cases of advanced stages of 
this disease. 

However, Buschke and Cantril conclude that 
attainable improvement in irradiation therapy 
will save more patients than a return to surgery; 
and Carter and his associates (47), reporting on 
radical panhysterectomy and radical pelvic lymph- 
adenectomy in selected cases, state that the ma- 
jority of patients with carcinoma of the cervix 
will continue to be treated with accepted tech- 
niques of irradiation therapy. 


SURVEY 


With these thoughts in mind, it was decided 
that it would be certainly of interest and possibly 
of value to determine the present status of the 
treatment of carcinoma of the cervix in the 
United States and Canada. To this end, begin- 
ning in May of 1948, questionnaires were sent 
to the heads of the departments of gynecology, or 
of gynecology and obstetrics, in the accredited 4 
year medical schools in the United States and 
Canada. There were 70 such schools in the United 
States and 9 in Canada. At the end of 1948, the 
time of this writing, all but 2 of the schools, that 
is, 77, OF 97.5 per cent, had replied. An analysis 
of these replies now follows. 


“ROUTINE” TREATMENT OF CARCINOMA OF THE 
CERVIX 


Each school was asked to indicate if the “rou- 
tine treatment of carcinoma of the cervix” was by 
irradiation alone, surgery alone, a combination of 
the two, or by some other method. 

This statement was made without reference 
to the stage of the disease. The use of the word 
“routine” was unfortunate and is regretted. A 
few schools justly pointed out that no routine was 
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used but that each case was judged separately. A 
study of the answers shows that 48, or 62.3 per 
cent, of the schools in answering this section indi- 
cated that irradiation alone without noted excep- 
tions was their method of treatment of carcinoma 
of the cervix. An additional 19 employed irradia- 
tion alone except in stage I; in stage I cases they 
used irradiation alone and other methods also. 
Seven more schools used irradiation alone except 
in stage I and II cases; in these stages irradiation 
alone or other methods also were used. One 
school reported exceptions in all stages to the use 
of irradiation alone. Two schools did not answer 
this section, but a study of their answers in the 
other sections in the questionnaire showed that 
one of them used irradiation alone except in al- 
ternate cases in stage I, and the other used irra- 
diation alone except in stages I and II. In most 
of these instances in which exceptions were noted, 
irradiation was nevertheless the treatment in the 
majority of cases. 

More accurate and detailed information is ob- 
tainable from the study of the treatment given 
according to the stages of the disease. This study 
is reported in subsequent paragraphs of this 
review. 


STAGE CLASSIFICATION 


As the stage of the disease may be regarded as 
an important factor in determining the type of 
treatment, it was decided to determine what 
classification of stages was used at each school. 

Seventy-six schools answered this section. Fif- 
ty-seven, or 75 per cent, indicated that they used 
the League of Nations (27) classification exclu- 
sively; one school used both the League of Nations 
and the American College of Surgeons classifica- 
tions. Eight, or 10.5 per cent, reported using the 
Schmitz (41) classification exclusively. Four 
schools used both the League of Nations and the 
Schmitz classifications. Six schools used other 
miscellaneous classifications. No school reported 
the use of the American College of Surgeons classi- 
fication alone. 

In an analysis of the foregoing it is seen that 
82 per cent of the schools used the League of Na- 
tions classification exclusively or in combination 
with other classifications, and 16 per cent used 
the Schmitz classification exclusively or in com- 
bination with the League of Nations classification. 

Having determined the classification of stages 
used by each school, the schools were questioned 
regarding the treatment used in each stage and 
were asked to indicate for each stage whether the 
treatment “in general’ was irradiation alone, 
surgery alone, combined irradiation and surgery, 




















or some other method. Here, the word “routine” 
was not used. The replies are analyzed in the 
following sections. In these sections, for the sake 
of uniform comparison, all stages reported are in 
terms of the League of Nations definitions (27), 
appropriate translations having been made in the 
returns to accomplish this. 


STAGE I 


Fifty-one schools, or 66 per cent, indicated ir- 
radiation alone as the treatment in general of 
stage I carcinoma of the cervix. Thirteen of these 
stated that in occasional selected cases surgery 
alone, or combined surgery and irradiation, is used. 
Fifteen schools, or 19.5 per cent, indicated only 
the combined method (irradiation and surgery) 
as the treatment in general. Two schools checked 
both surgery alone and the combined method as 
the treatment in general. Four schools checked 
both irradiation alone and the combined method 
as the treatment in general. Two schools indicated 
irradiation alone or surgery as the treatment in 
general. Two schools checked irradiation alone, 
surgery alone, and the combined method as the 
treatment in general. 

A summary of the treatment of stage I carci- 
noma of the cervix shows that for the usual treat- 
ment irradiation alone was reported by 66 per 
cent of the schools; the combined treatment was 
reported by 19.5 per cent; and surgery alone was 
reported by one school. The remaining schools 
checked more than one method as the treatment 
in general, and all of these included irradiation 
among the methods. Of all the schools reporting, 
27, or 35 per cent, indicated that surgery was used 
either alone or in combination with irradiation in 
some of the cases. 


STAGE II 


Sixty-two schools, or 80.5 per cent, indicated 
only the use of irradiation alone in the treatment 
of this stage. To these should be added 8 schools, 
which, though listing other methods also, indi- 
cated that, through preference or otherwise, the 
majority of stage II cases were treated by irradia- 
tion alone. This brings the total number of 
schools using irradiation alone in all or the ma- 
jority of stage II cases to 70, or go.g per cent. 
Three schools indicated the use of the combined 
treatment only (irradiation and surgery) for stage 
II cases. To these should be added 4 schools 
which preferred the combined treatment in the 
majority of cases but sometimes used irradiation 
only. Thus, 7 schools, or 9.1 per cent, reported 
using the combined treatment exclusively, by 
preference, or in the majority of cases. No school 
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indicated surgery alone as its usual or preferred 
treatment in this stage. 

In brief, in this section the score was: irradia- 
tion alone go.9 per cent, combined irradiation and 
surgery 9.1 per cent, and surgery alone o. 


STAGE II 


Seventy-three schools, or 94.8 per cent, re- 
ported only the use of irradiation alone as the 
treatment in stage III. The remaining 4 schools 
used irradiation alone as the usual method, but 
under some circumstances used other methods. 
One of these schools reported that it was at pres- 
ent studying “the results of irradiation plus re- 
gional lymphatic-bearing tissue excision.” An- 
other of these schools reported using the combined 
method or surgery alone in about 5 per cent of the 
cases. A third school stated, “if regression (after 
irradiation) is excellent it (the patient) may be 
subjected to surgery.” The iourth school used 
combined irradiation and surgery as “second 
choice” to irradiation alone. 

In short, 100 per cent of the schools reported 
the use of irradiation as the customary treatment 
in stage III, and 4, or 5.2 per cent, reported the 
additional use of surgery under some circum- 
stances. One school reported the use of surgery 
alone in a small percentage of cases. No school 
gave the use of combined irradiation and opera- 
ation or surgery alone as the usual treatment. 


STAGE IV 


All 77 schools indicated that irradiation alone 
was their treatment of stage IV carcinoma of the 
cervix. However, 3 schools, or 4 per cent, stated 
that although they used irradiation alone chiefly, 
sometimes they used combined irradiation and 
surgery. Two schools implied that, although irra- 
diation was used if the patients were treated, 
some were not treated at all. 

The type of irradiation was not asked for in 
connection with this section but 3 of the schools 
using irradiation alone indicated that only x-rays 
were used. 

One of the schools, occasionally using combined 
irradiation and surgery, indicated that the sur- 
gery was “regional lymphatic-bearing tissue ex- 
cision” and was used to study its value; another 
used the combined treatment as “second choice 
depending on involvement;” and the third school 
occasionally used the actual cautery prior to the 
insertion of radium. 

In brief, it is seen that all schools used irradia- 
tion as the treatment of stage IV carcinoma of the 
cervix; 3 schools indicated that sometimes some 
type of surgery was combined with irradiation. 
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TABLE I.—SUMMARY OF THE USUAL TREAT- 
MENT OF CARCINOMA OF THE CERVIX AC- 
CORDING TO STAGES! BY 77 MEDICAL SCHOOLS 
IN THE UNITED STATES AND CANADA IN 1948 








Percentage of schools 
Usual method used 




















Stage I | Stage II |Stage III/Stage IV 
Irradiation alone 662 90.9? 100? 1002 
Combination alone 19.5 9.1 ° ° 
Surgery alone ar ° ° ° 
Multiple methods 13 














1League of Nations definitions. 

2Exceptions were made as follows: stage I to irradiation alone, 13 
schools; stage II to irradiation alone, 8 schools, stage II to combination 
alone, 4 schools; stage III to irradiation alone, 4 schools; stage IV to 
irradiation alone, 3 schools. 


No school indicated the use of surgery alone in. 


any stage IV case. 


INTRAEPIDERMAL CARCINOMA 


The statements in this review apply only to in- 
vasive carcinoma of the cervix. A separate sec- 
tion in the questionnaire dealt with the treatment 
of intraepithelial carcinoma (carcinoma in situ). 
It will be the subject of a separate report. 


SUMMARY 


1. The literature on the treatment of carci- 
noma of the cervix is partly reviewed. 

2. The 79 accredited 4 year medical schools of 
the United States and Canada were polled regard- 
ing their treatment of this condition. Replies 
were received from 77 of them. 

3. Eighty-two per cent of the schools used the 
League of Nations classification of stages exclu- 
sively (75%) or in combination with other classi- 
fications. Sixteen per cent used the Schmitz 
classification exclusively (10.5%) or in combina- 
tion with other classifications. The League of 
Nations classification is used in this review. 

4. In the usual treatment of stage I carcinoma 
of the cervix 66 per cent of the schools used irra- 
diation alone, 19.5 per cent used the combined 
method (irradiation and surgery) alone, 1.3 per 
cent (1 school) used surgery alone, and 13 per 
cent listed multiple methods. In stage II the 
usual treatment was reported as follows: irradia- 
tion alone was used by go.g per cent of the schools, 
and the combination alone was used by 9.1 per 
cent. In stages III and IV irradiation alone was 
reported by all schools as the usual treatment. 

5. Many notations were made by the schools 
indicating that exceptions to the usual method 
of treatment are made in some cases. Most of 
these exceptions were in the direction of surgery. 
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Factors present in individual cases which favor, 
or are believed to favor, surgery are early stages 
of the disease, a low degree of malignancy, evi- 
dence of radioresistance, and conditions which 
tend to make the patient a good operative risk. 


CONCLUSIONS 


Irradiation is still the most important and 
widely used method of treatment of carcinoma of 
the cervix in each and all of its stages. However, 
surgery is being used to an increasing extent in 
the early stages of the disease, especially in com- 
bination with irradiation. Surgery alone is little 
used except in highly selected early cases, or for 
study. Its use has been stimulated by improve- 
ment in the adjuncts to surgery. 
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OVARIAN TUMORS IN PREGNANCY 


HUGH G. HAMILTON, M.D., F.A.C.S., and ROBERT S. HIGGINS, M.D., 
Kansas City, Missouri 


HE first important reference to ovarian 

tumors in pregnancy was made by 

Ephraim McDowell on October 24, 1823 

when he proved that the ovarian cyst 
can be removed with survival of the patient. The 
literature of the modern era of obstetrical surgery 
opens 23 years later in England, when Burd re- 
moved an ovarian tumor in a patient who was 3 
months pregnant; the patient recovered but un- 
fortunately aborted. Shortly thereafter, Marion 
Sims inadvertently removed a large ovarian tumor 
in a woman 3 months pregnant who went un- 
eventfully to term and was delivered of a living 
child. 

Since that incident the problem of ovarian 
tumors complicating pregnancy has frequently 
engaged the attention of medical authors, so that 
in 1903 and 1906 McKerron (63, 64) was able to 
collect 1920 cases from his own work and the 
literature. Among the cases with sufficient data 
for study, he observed a maternal mortality of 
21 per cent for 720 cases, with a concomitant fetal 
mortality of over 50 per cent. However, few of 
his patients had early surgery, and he found that 
25 per cent of the tumors lay in the pelvis and 
were undiagnosed until they obstructed labor. 
Heiberg found that only 18 of 52 cases were diag- 
nosed prior to laparotomy. McKerron’s table (63) 
of the incidence of abortion for each month of 
gestation in the face of intervention follows: 

Remy reported that 17 per cent of 321 patients 
aborted if they were not operated upon because of 
incarceration of the tumor or uterus in the pelvis, 
torsion of the tumor upon its pedicle, adhesions, 
pressure from the tumor mass, or because of 
infection. 

The incidence of this complication is difficult 
of tabulation for the obvious reason that it is 
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frequently not diagnosed. Rosenthal observed 3 
cases in 1400 pregnancies. McKerron quotes 
Flaischlen as seeing 5 in 17,832 pregnancies, 
Lohlein 2 in 1,300 pregnancies, and Tarnier 1 case 
in 1,738 pregnancies. Lynch observed the condi- 
tion once in 500 cases, and in his article he stresses 
the importance of careful pelvic examination of 
the pregnant patient at her first visit to the office. 
Matthews had 12 cases in 8,500 deliveries, while 
Falls found 1 case per 650 pregnancies. 

The size of the tumors varies widely in different 
reports, but for obvious reasons the later series 
show smaller tumors than the earlier ones. Miller 
and Willson, studying 934 ovarian tumors, found 
them to be small (under 5 cm.) in 49.3 per cent, 
medium (5 cm. to 10 cm.) in 25.8 per cent, and 
large (over 10 cm.) in 24.0 per cent. Of the small 
ones, 80 per cent resolved or ruptured sponta- 
neously without surgery, so theseauthorsconcluded 
that the small tumors, unless hard in consistency, 
are simple, usually asymptomatic, and largely 
evanescent. In view of the lutein body changes, 
the same observation will be frequently made in 
carefully observed early cases of pregnancy. 

The studies of various authors show a wide 
range of incidence of the different types of tumors. 
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Goodall quotes Norris (68) and Spencer (99) as 
finding 68 per cent and 66 per cent, respectively, 
of their cases presenting cystomas and 23 per cent 
and 29 per cent, respectively, presenting dermoids. 
Conversely, he quotes Pfannenstiel as stating that 
dermoids and pseudomucincus cysts comprise the 
majority of ovarian tumors complicating preg- 
nancy, and he cites the figures of Stuebler and 
Brandess as: dermoids 58.3 per cent, pseudo- 
mucinous cysts 16.7 per cent, simple cystomas 
16.7 per cent, and papillary cystomas 8.3 per cent. 
McKerron’s (63) figures are: simple and multi- 
locular cysts 68 per cent, dermoid cysts 23 per 
cent, malignant neoplasms 5 per cent, and solid 
adenomas and fibromas 2 per cent. 

As to the method to be employed in the care of 
ovarian tumors occurring in pregnancy, the lit- 
erature becomes steadily more unanimous with 
the passage of time. The earliest case reports 
(McKerron, 63) show a high maternal and fetal 
mortality along with a high rate of interruption of 
pregnancy resulting from surgery. Flatau, in 1905, 
demonstrated abortion in 17.2 per cent of 284 
patients subjected to surgery, whereas Berkeley 
and Bonney state that if surgery is adopted there 
is an abortion rate of 26.6 per cent and a gross 
fetal mortality of 33.3 per cent. They further 
contend that if surgery is not employed there is a 
gross fetal mortality of 21.6 per cent and an 
abortion rate of 12.5 per cent. Barrett, in 1913, 
studied the cases of 114 patients of whom 76 were 
subjected to surgery with 3 maternal deaths, and 
64 of the surviving 73 carried their children to 
viability. Graefe said that from 14 to 20 per cent 
of the patients with ovarian tumors abort if un- 
treated, as illustrated by McDonald’s patient who 
went into premature labor at 7}4 months of ges- 
tation and came to surgery 21 days later with a 
large dermoid cyst which had undergone torsion. 

Early in the literature there appeared case re- 
ports of cysts in pregnancy drained by colpotomy, 
as in Gaudino’s report of 10 cases, in which 3 
patients were subjected to vaginal puncture. This 
procedure has been abandoned, and as early as 
1920 Spencer (99) advocated the removal of the 
tumors as early as possible unless they occurred 
in the last trimester of pregnancy. The case re- 
ports of Litzenberg, Theron, Eiss, Caverly, Lynch, 
McCullough, Stein, H. T. Holmes, Ingraham (46, 
47), Braddock, Mathieu and Holman, Massey and 
Helwig all show that early diagnosis of the condi- 
tion and active treatment are essential to good 
results. The necessity of early diagnosis and ac- 
tive treatment, and the danger of temporizing are 
illustrated by the case of Davis, in which the 
patient was rehospitalized 1 week after dismissal 
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following a vaginal hysterotomy at 4 months, and 
required the resection of 25 cm. of gangrenous 
ileum along with a gangrenous dermoid cyst 
measuring 12 by 16 cm. The patient survived 
only as a result of the technical surgical skill 
available. 

The case report of R. W. Holmes is of interest 
as a scientific curiosity. He records the case of a ° 
patient upon whom he performed a cesarean sec- 
tion and a bilateral .salpingectomy, in association 
with the removal of bilateral ovarian tumors, 
each described as the size of a grapefruit. Sub- 
sequently, this same patient was delivered of 
2 other living children by cesarean section. 

The later case reports of Trout and Kuder, 
Seibels, MacKenzie, Nucci, Capone, Moscoso, and 
Falk and Bunkin show that opinions generally 
favor the removal of any cyst large enough to be 
significant in the nonpregnant woman, as well as 
excision of all solid and all bilateral tumors. There 
is almost unanimous agreement that surgery 
should be performed prior to the last trimester of 
pregnancy, and if diagnosis is made in the last 
trimester that surgery should be done as an emer- 
gency measure in the event of torsion, compres- 
sion, rupture, degeneration, or infection of the 
complicating tumor. If, in the late case, no sur- 
gical emergency demands intervention, the tumor 
should be removed at the time of cesarean sec- 
tion if there is obstruction by the tumor or if it 
is of such size or is so located as to make severe 
injury of the tumor probable at the time of vaginal 
delivery. If it appears that delivery can be per- 
formed vaginally with safety, arrangements should 
be made for excision of the tumor in the puer- 
perium. This is necessary because more than 20 
per cent of ovarian tumors undergo torsion in the 
puerperium. 

In their studies of the hormone content of 
ovarian cysts removed during pregnancy, Watts 
and Adair usually, but not always, found gonado- 
tropin; however, estrogen was by no means found 
constantly nor was it in high concentration when 
present. They rationalize this observation by the 
fact that the tumors (30) were removed early in 
pregnancy before the high estrogen levels were 
obtained. 

In the past, ovarian surgery in pregnancy was 
approached with much trepidation because of the 
fear of abortion if the corpus luteum was dis- 
turbed. It now appears that the human female 
reacts differently to ablation of the corpus luteum 
in pregnancy than do experimental animals. Also, 
we may work with more freedom than formerly, 
because of our possession of potent endocrine 
preparations of corpus luteum extracts, or their 














synthetic equivalents. Pratt (84), in 1927, re- 
ported 2 patients in whom the corpus luteum was 
ablated in the first month of pregnancy and both 
patients went to full term and delivery. The 
following year, Oastler had the same result in a 
woman whose only remaining ovary was removed 
for torsion of a cyst at 7 weeks of gestation. Three 
years later Douglass recorded 3 similar occur- 
rences, while Gardner cited the case of a woman 
from whom he removed at 6 weeks of gestation 
an ovarian cyst. This cyst was the size of a grape- 
fruit and contained the corpus luteum, and a 
satisfactory outcome followed its removal. Hoe- 
nig and Warner attended a woman with only one 
ovary which they excised at 5 months of gestation 
because of a 10 cm. cyst upon it. She, also, did 
not abort. Novak (71) states that the human 
female does not require the existence of a corpus 
luteum to carry her pregnancy to term, and 
Seegar and Delfs demonstrate that bilateral 
oophorectomy occasions no drop in the preg- 
nandiol excretion of the pregnant human female. 
Ergo, pregnancy can be maintained by the pro- 
gestin elaborated by the placenta. The most 
amazing case report is a later one by Pratt (85), 
in which he states that he performed an uterine 
suspension upon a sterile woman on the twenty- 
first day after the onset of her menstrual period 
and at operation removed the fresh corpus luteum 
for study. The patient missed the following 
menstrual period and went uneventfully to suc- 
cessful delivery at term. With the foregoing 
evidence before us and with the availability of 
pharmacologically potent progestin products, 
there is little excuse for failure to excise ovarian 
cysts in the first half of pregnancy, if we make the 
diagnosis of their presence. 

The relationship of endometriosis to pregnancy 
has engaged the thoughts of many authors, and 
as early as 1930 Keene and Kimbrough showed 
that there is a sterility incidence of 40.9 per cent 
in patients with endometriosis. These authors 
urged conservative surgery, however, as they found 
that 28 per cent of the patients had subsequent 
pregnancies if their surgery was not radical. 
Scott states that the normal marital fertility rate 
is 88 per cent, which is contrasted to the sterility 
incidence as found by the following authors: 
Counsellor—32.1 per cent, Dreyfuss—35 per cent, 
Payne—4o per cent, Haydon—s3 per cent, and 
Jenkinson and Brown—34 per cent. 

With the high rate of infertility associated with 
endometriosis it is not remarkable that the lit- 
erature contains so few case reports of endometrio- 
mas complicating pregnancy. In 1944, Scott was 
able to find but 7 cases reported, to which he added 
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his 2 cases. We find 17 cases at present, to which 
our series of cases adds 2, making a total of 19 
cases. The following men have reported cases as 
listed: Sampson—1, Shaanning—1, Winestine—1, 
Lee—1, Aschheim—1, Novak (70)—3, Porter—1, 
von Franque—1, Wilson—1, McKenzie—1, Scott 
—2, and Pratt and Higgins—3. Aside from the 
discrete endometrial cysts which were removed 
because they were simply present as a tumor, there 
were others which gave symptoms from frank 
rupture or leakage due to their being markedly 
adherent with an attendant tug on their attach- 
ment by the upward growth of the pregnancy. 

Winestine noted the decidual reaction in the 
endometrial tissue of the tumor, which reaction 
was also commented upon by Novak (72). In 
both of our cases, the decidual reaction was quite 
pronounced in the tumor tissue. 

Dermoid cysts are some of the most common 
tumors complicating pregnancy and unless they 
have been damaged by torsion, compression, or 
infection usually lend themselves to surgery with- 
out a great deal of technical difficulty. Again the 
importance of early surgery is obvious. 

The bilateral dermoid cyst in pregnancy, how- 
ever, offers features of unusual interest. Here, 
again, is a group of cases in which bilateral 
oophorectomy is practiced in pregnancy, and in 
which the studies of Andrews et al., Bowles (9, 10), 
and others show that the optimum time for sur- 
gery is early in the pregnancy, and that there are 
fewer abortions if the surgery is performed in the 
first 16 weeks of gestation. Andrews and the 
Nicholls, in 1940, collected the cases of Campbell 
(16), Hoffmann, Waldstein, and many others to 
assemble 43 cases in the literature, to which they 
added their personal case of bilateral dermoid 
cysts in pregnancy. Since these 44 case reports 
were studied, there have appeared the writings of 
the following workers and their number of cases: 
King—1, Southward—1, Doyle and Daversa—1, 
Goodwin—1, Bowles (9, 10)—5, Ellis—1, Falk 
and Bunkin—z2, and Berlind—1. These 13 cases 
added to the 44 cases previously reported make 
a total of 57 cases in the literature. 

Waldstein operated upon his patient quite 
early, and then ran hormone assays throughout 
the remainder of the pregnancy. The values 
which he found did not vary from those in similar 
studies on normal pregnant women. It should be 
stressed that in the event the diagnosis of bilateral 
dermoid cysts is not made in time for early opera- 
tion, elective cesarean section should be performed 
with simultaneous excision of the ovarian tumors. 

We were able.to find but 5 case reports of 
Brenner tumor associated with pregnancy. Siegel 
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removed a large Brenner tumor of the right ovary 
following closure of the uterine incision in a low 
cervical cesarean section with an uneventful con- 
valescence. Novak (74) reported 3 cases; 1 was 
excised at 4 months’ gestation with a good result; 
1 was found in the hysterectomy specimen of a 
bilateral salpingo-oophorectomy and _hysterec- 
tomy, and 1 was diagnosed by the decidual tissue 
found in the curettings of a patient subjected to 
laparotomy for a Brenner tumor. The fifth case 
was reported by Rogers who removed a 15 cm. 
Brenner tumor at 12 weeks of gestation, followed 
by a normally continuing pregnancy and delivery. 

Dysgerminoma in conjunction with pregnancy 
appears in the literature in 11 case reports. 
Schneider, von Szathmary (104), Schomaker, 
Dockerty, and Vesell each recorded 1 case of 
dysgerminoma removed early in pregnancy with 
a successful termination of the pregnancy at or 
near term. Nyst reports a case of dysgerminoma 
blocking the pelvis, which was removed at the 
time of cesarean section, and Stabler cites an 
identical case, as do Schneider and Vesell. Cun- 
ningham and McGrath were less fortunate in 
their case; their patient was given a cesarean 
section at term for dystocia from bilateral dys- 
germinomas which were simultaneously excised. 
She died of metastases 2 months postpartum. 
Abernathy’s patient had a stillborn child when 
cesarean section was performed after 48 hours of 
labor for dystocia from obstruction by a dysger- 
minoma. The tumor was removed 3 months post- 
partum. Von Szathmary (104) also had a case in 
which the tumor was removed in the puerperium. 
Again, when surgical intervention occurred early, 
the complication was benign; but when the tumor 
was diagnosed and treated late the fetal and ma- 
ternal mortality and morbidity rose. 

As would be expected, there is a paucity of 
reports of the rarer tumors complicating preg- 
nancy. Moore had a case in which a leiomyoma 
of the ovary was removed at 214 months of gesta- 
tion and the patient continued to delivery at term. 
This author was able to find 2 similar cases re- 
corded, 1 by Brachetta-Brian and 1 by Olshausen. 
Brentnall’s patient developed masculinization 
during the pregnancy, but her tumor obstructed 
the pelvis, so it was removed at the time of cesa- 
rean section. The patient’s masculinization rapidly 
disappeared in the puerperium, but the baby was 
a hermaphrodite. 

Bomze and Kirshbaum present the history of a 
37 year old gravida-g para-7 who had Meig’s syn- 
drome complicated by toxemia of pregnancy. She 
aborted a dead fetus at 6 months of gestation, and 
was subjected to removal of a large solid tumor on 
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the third postpartum day. She died on the second 
postoperative day. 

Spencer and Hollenbeck delivered a patient of 
a premature infant at 7 months of gestation and 
on the eleventh postpartum day removed a granu- 
losa cell tumor measuring 22 by 17 by 11 em. The 
authors’ patient had a much smaller tumor (8 by 
11 cm.) which was removed at 16 weeks of gesta- 
tion and the patient progressed uneventfully to 
term and delivered a healthy child normally. 

In malignancy of the ovary complicating preg- 
nancy one must again resort to the dictum that 
one cannot prove or disprove the malignancy of 
a lesion until it is subjected to microscopic study. 
Hence, one should subject the tumor to early sur- 
gery. Hagstrom found a patient with Krukenberg 
tumors which were operated upon at 5 months of 
gestation. Subsequently, the patient’s condition 
deteriorated steadily and the pregnancy was ter- 
minated by a bag induction. The patient sur- 
vived delivery for 6 hours. Campbell (15) cites a 
case in which a large ovarian carcinoma was re- 
moved with successful outcome of the pregnancy. 

Bossert collected 14 cases of malignant ovarian 


’ neoplasms occurring in pregnancy, in addition to 


his personal case of bilateral serous papillary 
adenocarcinoma of the ovary at 10 weeks of ges- 
tation. His patient was subjected to bilateral 
salpingo-oophorectomy and hysterectomy with 
postoperative irradiation therapy and was alive 
and well when the report was written 3 months 
later. Of the 14 cases, 6 were sarcoma and 8 were 
carcinoma, with 4 maternal deaths due to malig- 
nancy; 4 cases were unreportable, and.6 patients 
were alive and well when last seen. Bossert refers 
to 39 cases of von Szathmary (105), of which 7 
were sarcoma and 32 were carcinoma. Of the 
author’s series, 3 cases showed malignant ovarian 
neoplasms, 2 of which were papillary cystadeno- 
carcinomas operated upon at 14 weeks and 12 
weeks of gestation with uneventful pregnancies 
and term deliveries; the third was a solid car- 
cinoma of the left ovary discovered during labor 
and operated upon on the fifth postpartum day 


with death 8 months later from metastases. 


CASE REPORTS 


Case 1. A 34 year old para-1 gravida-2, operated 
upon at 15 weeks of gestation with removal of a 10 
cm. dermoid cyst of the left ovary. There was de- 
livery at term of a male child. 

CasE 2. A 34 year old para-3 gravida-6, operated 
upon at 14 weeks of gestation with removal of a 7 
cm. luteal cyst of the left ovary. Delivery of a male 
child occurred at term. 

CasE 3. A 30 year old para-o gravida 1, operated 
upon at 12 weeks of gestation with removal of a 10 














by 7 cm. papillary cystadenocarcinoma on the left 
side, with no breaking through of the capsule. The 
right ovary was surgically absent. Delivery of a fe- 
male child occurred at term. When examined 2 
months ago, the patient was living and well, 18 
months after operation. 

Case 4. A 109 year old para-o gravida-1, operated 
upon at 8 weeks of gestation with removal of a 20 by 
12 cm. simple cyst on the right side. Delivery of a 
male child occurred at term. 

CasE 5. A 22 year old para-o gravida-1, operated 
upon at 13 weeks of gestation with removal of a par- 
tially gangrenous (due to torsion) 10 cm. simple 
cyst on the right side. Delivery of a living female 
child occurred at 36 weeks of gestation. 

CasE 6. A 28 year old para-2 gravida-3, operated 
upon at 16 weeks of gestation with removal of an 11 
cm. simple cyst of the left ovary. Delivery of a male 
child occurred at 35 weeks. 

CasE 7. A 26 year old para-1 gravida-2, operated 
upon at 10 weeks of gestation with removal of a 
partially gangrenous (due to torsion) 6 cm. dermoid 
cyst on the right side. Delivery of a female child 
occurred at term. 

CasE 8. A 25 year old para-o gravida-1, operated 
upon at 15 weeks of gestation with removal of a 7.5 
cm. dermoid cyst on the left side. Delivery of a male 
child occurred at 38 weeks. 

CasE 9. A 33 year old para-1 gravida-2, operated 
upon at 14 weeks of gestation with removal of a 7 
cm. simple cyst on the right side with the corpus 
luteum of pregnancy in the specimen. Delivery of 
living, identical, female twins occurred at 38 weeks 
by cesarean section, because of a previous cesarean 
section for a true conjugate of 9.5 cm. 

CasE 10. A 31 year old para-1 gravida-2, operated 
upon at 15 weeks of gestation with removal of a 6 
cm. dermoid cyst on the left side. Delivery of a fe- 
male child occurred at term. 

Case 11. A 22 year old para-o gravida-1, operated 
upon at 15 weeks of gestation with removal of an 8 
cm. endometrial cyst on the left side. The cyst was 
discrete, free of adhesions, and easily removed; upon 
microscopic study it showed a pronounced decidual 
reaction in the ectopic endometrium. Delivery of 
living female twins occurred at 37 weeks. 

CasE 12. A 38 year old para-o gravida-1, operated 
upon at 16 weeks of gestation with removal of an 8 
by 11 cm. granulosa cell tumor on the left side. De- 
livery of a male child occurred at term. 

CasE 13. A 22 year old para-2 gravida-3, operated 
upon at 12 weeks of gestation with removal of a 6 
cm. parovarian cyst on the left side. Delivery of a 
female child occurred at term. 

Case 14. An 18 year old para-o gravida-1, oper- 
ated upon at 13 weeks of gestation with removal of a 
7 cm. simple cyst on the left side. Delivery of a male 
child occurred at term. 

CasE 15. A31 year old para-1 gravida-2, operated 
upon at 15 weeks of gestation with removal of a 6 
cm. simple cyst on the right side with the corpus 
luteum. Delivery of a male child occurred at term. 
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CasE 16. A 30 year old para-1 gravida-2, operated 
upon at 14 weeks of gestation with removal of a 5 by 
6 cm. papillary cystadenocarcinoma on the left side 
which had not broken through the capsule. Delivery 
of a female child occurred at term. This patient feels 
well and is in good health. Her tumor was removed 
17 months ago and she is now 5 months pregnant 
again. 

CasE 17. A 27 year old para-2 gravida-3, operated 
upon at 9 weeks of gestation with removal of a 7 cm. 
lutein cyst on the right side. Inspection of the left 
ovary at the time of operation revealed that no cor- 
pus luteum was present. Delivery of a female child 
occurred at term. 

CasE 18. A 37 year old para-5 gravida-8, operated 
upon at 39 weeks of gestation with removal of an 8 
cm. cyst which presented such marked dry gangrene 
that no histological details were discernible. Simul- 
taneously, a living male child was delivered by low 
flap cesarean section and the patient had an unevent- 
ful convalescence. 

CasE 19. A 29 year old para-1 gravida-2, operated 
upon at 34 weeks of gestation. Upon opening of the 
abdomen, the bloody contents of a ruptured endo- 
metrial cyst welled up through the peritoneal incision. 
The ruptured endometrioma was found to be ad- 
herent in the cul-de-sac, so living male twins were 
delivered by low flap cesarean section. Following 
closure of the uterine incision, the uterus was drawn 
up out of the wound and the ruptured endometrioma 
was excised from the cul-de-sac. The patient had a 
nonseptic postoperative course and was dismissed 
from the hospital on the twelfth postoperative day. 
The ectopic endometrium showed a pronounced 
decidual reaction. 

CasE 20. A 26 year old para-o gravida-1, operated 
upon at 14 weeks of gestation with removal of a 11 
cm. dermoid cyst on the right side. Delivery of a 
male child occurred at term. 

CASE 21. A 28 year old para-1 gravida-2, operated 
upon on the fifth postpartum day with removal of an 
adherent left ovary about 6 cm. in size and a normal 
right ovary. The left ovary was a solid carcinoma. 
The tumor was first observed as a palpable mass 
while the patient was in labor. Postoperative irradi- 
ation therapy was given but the patient died of 
metastases 8 months later. 


The authors wish to thank Dr. Buford G. Ham- 
ilton for permission to observe 1 case which occur- 
red while they were under his preceptorship. The 
author (H. G. H.) had the pleasure of surgically 
assisting Dr. Richard B. Schutz in another case 
which is included with his permission. 

In the foregoing series of cases, gestation is cal- 
culated from the date of the first day of the last 
menstrual period. Interrupted, cotton (No. 30), 
mattress sutures were used on the peritoneum; in- 
terrupted, cotton (No. 30) sutures were used on 
the fascia; cotton (No. 50 or 30) ties were used in 
ligating abdominal wall bleeding vessels, and a 
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continuous cotton vertical mattress suture was 
used on the skin. In the suturing of viscera, Nos. o 
and oo chromic catgut sutures were used. The in- 
cision used was of the paramedian, rectus rolling 
type. Early ambulation was used. The patient sat 
up in bed on the first postoperative day, swung her 
feet off the bed on the second postoperative day, 
sat in a chair on the third day, and had bathroom 
privileges on the fourth day. If she developed gas 
pains she was mobilized earlier. 

Intensive progestin therapy was instituted in all 
cases not terminated at surgery, the progestin be- 
ing given at the rate of ro mgm. every 8 hours for 
48 hours preoperatively and 72 hours postopera- 
tively. The preparation used was proluton. 

All operations were performed under spinal 
anesthesia, with either pontocaine. or procaine, 
with light additional sodium pentothal (given in- 
travenously) if the patient was nervous. There 
was no case of wound dehiscence, nor was there 
any case of incisional hernia. 

Several cases of this series lend added weight to 
evidence presented earlier to the effect that the 
presence of the corpus luteum is not necessary for 
the human female to carry a child to term. Like- 
wise, it is apparent that with good anesthesia and 
the liberal use of progestin therapy surgery of 
ovarian tumors complicating pregnancy can be 
undertaken in the first half of pregnancy with rel- 
ative impunity. It is probable that one of the 
main reasons for the greater success of early sur- 
gery, as compared with surgery later in gestation, 
is the fact that with a smaller uterus it is techni- 
cally and mechanically easier to excise the tumor 
with a minimum of handling of, and trauma to, 
the uterus. Of paramount importance is the early 
examination of patients, the diagnosis of the pel- 
vic pathology, and immediate surgical interven- 
tion. 


CONCLUSIONS 


1. All pregnant women should be encouraged 
to report for examination during the first 75 days 
of their pregnancy. 

2. A careful searching bimanual examination 
should be made of every pregnant woman on her 
first visit to her obstetrician. 

3. The same ovarian tumors that would war- 
rant surgical intervention in the nonpregnant 
woman, demand surgical intervention in the preg- 
nant woman. 

4. The safest time for operation is in the first 
half of pregnancy. 

5. Ifa surgical emergency arises, ovarian tumor 
surgery should be undertaken at any period of ges- 
tation. 
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6. If any ovarian tumor that makes for dystocia 
escapes early diagnosis and care, it should be re- 
moved at the time of elective cesarean section. 

7. Adequate progestin therapy is a useful ad- 
junct to ovarian tumor surgery in pregnancy. 

8. The greater the amount of time elapsing be- 
tween surgery and labor, the firmer the wound will 
be, 

9. Two additional cases of endometriosis com- 
plicating pregnancy are added to the literature, 
making a total of 19 cases. 

10. Three cases of malignant ovarian neoplasms 
complicating pregnancy are added to the litera- 
ture. 
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Malginant Disease of the Face and Scalp: Excision 
and Repair. G. M. Fitzc1sson and D. C. BopEn- 
HAM. Brit. J. Plast. Surg., 1949, 2: 13. 


Malignant disease of the face and scalp should be 
treated by a co-operative program outlined by the 
radiotherapist, the general surgeon, and the plastic 
surgeon. The surgeon, taking advantage of the de- 
velopments in anesthesia and blood transfusion 
techniques, should extend the field of operability. 
The plastic surgeon can complete the closure of any 
large defect. 

Excision of epitheliomatous or rodent ulcers is 
undertaken when a case is considered unsuitable for 
radiation because of the site; when recurrence after 
heavy irradiation has occurred and further radiation 
would produce necrosis; when necrosis of bone or 
cartilage is present as a result of radiation, and re- 
currence may or may not be present; and when ne- 
crosis and sepsis are present and further radiation 
seems inadvisable. 

In all cases certain general principles are followed. 
To prevent possible recurrence, wide and often 
ruthless excision is done with a cold knife and not 
diathermy. All doubtful tissue is sacrificed. Biopsies 
taken from one part of the lesion are not representa- 
tive of the whole. At times large areas of the skull 
must be removed and the dura is exposed. Heavily 
irradiated tissues with signs of necrosis should be re- 
moved. When glands are palpable, a full block dis- 
section of the side of the neck should be done. Oc- 
casionally it is wise to ligate the external carotid 
artery in neck dissections to prevent troublesome 
hemorrhage. 

Immediate cover should be provided to decrease 
the possibility of sepsis, scarring, and deformity. 
Free, thick skin grafts may be used if a suitable base 
remains after excision. Usually, large flaps are pre- 
ferable when the bed is irregular or the dura or other 
important structures are uncovered. The secondary 
defects of face and scalp lend themselves readily to 
skin grafts. 

Illustrative case records with photographs are 
presented to demonstrate the application of these 
principles. 

Closed circuit anesthesia by endotracheal tube, 
preventing loss of fluid and heat and giving the neces- 
sary free access for surgical procedures, is used. 
Blood transfusion at the commencement of the opera- 
tion, and continued during and after surgery, is used, 
and elderly patients are found to tolerate lengthy 
procedures well. Late repair is done after a sub- 
stantial period if it is believed to be necessary. 

Ear H. KtaBunpeE, M.D. 
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Penicillin as a Prophylactic Against Ophthalmia 
Neonatorum: A Comprehensive Study. ArTHUR 
Sacks-WILNER’ and Erwin P. Sacks-WILnER. Arch. 
Ophth., Chic., 1949, 41: 444. 


The efficacy of penicillin in the prophylaxis of 
ophthalmia neonatorum was studied in 251 newborn 
infants. Immediately after birth a conjunctival 
smear was taken from each eye and a penicillin solu- 
tion containing 5,000 units per cubic centimeter was 
instilled into each conjunctival sac. Smears were 
made 24 hours later, and upon discharge from the 
hospital. 

At birth, 37 infants showed pus cells, 52 had gram 
positive cocci, 1 had gram positive rods, and 2 had 
gram negative rods. Twenty-four hours after birth 
20 infants showed pus cells, 25 had gram positive 
cocci, 1 infant had gram positive rods, and 1 had 
gram negative rods. On discharge from the hospital, 
11 infants had pus cells in the smear without evi- 
dence of infection, 32 had gram positive cocci, none 
had gram positive rods, gram negative cocci, or rods. 

It is concluded that local instillation of penicillin 
in the newborn is nonirritating, painless, prophylac- 
tic, and therapeutic. FRANK W. NEWELL, M.D. 


Further Gonioscopic Studies on the Canal of 
Schlemm. Peter C. Kronretp. Arch. Ophth., 
Chic., 1949, 41: 393. 


Under normal conditions of life, the canal of 
Schlemm contains a colorless fluid. Various experi- 
mental procedures cause gonioscopically visible en- 
trance of blood into the canal. When the process is 
fully developed a continuous, homogenous salmon 
red or brick red band is visible in the pigment ring 
of the trabecular zone. The condition is produced 
by sudden drops of intraocular pressure, or by raising 
the venous pressure. The blood may be displaced 
out of the canal with ease—by compression of the 
globe, if the condition was produced by ocular hypo- 
tonia, or by release of compression if produced by an 
increase in venous pressure. These observations 
lend support to the concept that a pressure gradient 
and, consequently, a continuous flow exists between 
the canal and the anterior scleral vein. 

FRANK W. NEWELL, M.D. 


Vascularization of the Cornea: Its Experimental 
Induction by Small Lesions and a New Theory 
of Its Pathogenesis. Davin G. Cocan. Arch. 
Ophth., Chic., 1949, 41: 406. 

New blood vessel formation in the rabbit cornea 
was induced by small, discrete lesions produced with 
actual cautery or by local injection into the cornea of 
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o.1 normal hydrochloric acid or sodium hydroxide. 
A latent period of approximately 2 days was followed 
by engorgement of proximal vessels, chiefly the 
venules and capillaries, and by the formation of 
saccular aneurysms on their walls. These aneurysms 
burst, causing hemorrhage into the corneal stroma 
and prompt deflation of the vessel. The hemorrhagic 
area then became riddled with new capillaries, most 
of which receded in the course of a few days, leaving 
a few loops directed toward the lesion. 

That the hemorrhagic extravasates played a de- 
terminant role in this new blood vessel formation 
was disproved by the absence of similar phenomena 
occurring when blood was injected into the cornea. 
That toxins played a significant part seemed un- 
likely, since no abnormal “permeability factor” 
could be demonstrated in extracts from corneas that 
were undergoing vascularization. The one event 
which appeared to be correlated with, or to precede, 
the vascular changes was swelling of the corneal 
stroma. The thesis is therefore presented that the 
engorgement of the vessels, the formation and ulti- 
mate bursting of the saccular aneurysms, and other 
events leading to interstitial vascularization of the 
cornea are due to reduction in the tissue compactness 
of the cornea in the region of pre-existing vessels. 

Frank W. NEWELL, M.D. 


Pharmacology and Toxicology of the Cornea: Con- 
temporary Concepts. KENNETH C. Swan. Arch. 
Ophth., Chic., 1949, 41: 253. 

The author states that the precorneal film con- 
tains protein and mucoprotein and this layer has 
high wetting properties. The viscosity is main- 
tained by a balance in the rate of evaporation and 
the lacrimal secretion. 

Pathological changes occur in the cornea when the 
precorneal film undergoes changes, and keratitis 
results. Apparently, there is a hormonal control of 
lacrimation, as indicated in keratoconjunctivitis 
sicca during the menopause. Keratoconjunctivitis 
sicca may also follow chronic conjunctivitis with 
secondary inflammation of the lacrimal ducts. 

Methyl cellulose (a 0.5 to 1.0 per cent solution of 
4,000 centipoise type of methyl cellulose containing 
0.9 per cent of sodium chloride) has appeared to be 
the best type of artificial tear. 

The corneal epithelium is sensitive to injury and 
nutritional disturbances. It has a high metabolic 
rate and heals quickly. Local anesthetics seem to 
impede epithelial repair, while a bandaged eye re- 
sults in more rapid healing of the epithelium. 

The effect obtained from local anesthetics depends 
upon physical properties. In general, a highly sur- 
faced active compound penetrates well, has a greater 
miscibility, and a greater wetting power. 

There are several irritating factors to be con- 
sidered in relation to the cornea: (1) the physical 
properties of a drug vehicle; (2) the pH of the drug 
solution (usually pH 6-8 is well tolerated); (3) sur- 
face activity—dilute wetting agents are preferable; 
and (4) vehicles with emollients are desirable. 
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Knowledge of the characteristics of permeability 
of the cornea is important and this knowledge aids 
in treating bedewing of the cornea, which occurs in 
acute congestive glaucoma. The use of glycerin 
clears the cornea for a period of time. 

Bowman’s membrane and the corneal stroma have 
a low metabolic activity. Bowman’s membrane is 
more permeable than the epithelium. 

Prompt treatment of acid and alkali burns is im- 
portant and prolonged irrigation with isotonic so- 
dium chloride is necessary. 

The removal of a rust ring involving the corneal 
stroma is one of clinical judgment. It may be re- 
moved, or the surgeon may wait for the lesion to 
heal over, and if too much reaction occurs it may be 
removed at that time. 

In deep corneal lacerations, silver proteinates pro- 
duce an opacity in Descemet’s membrane. 

The endothelium is very sensitive to physical and 
chemical injury, which is followed by edema of the 
overlying stroma; consequently great care in select- 
ing an irrigating solution for the anterior chamber is 
essential. 

A better clinical effect is obtained from drugs 
which enter the anterior chamber through the cornea 
by having the drug contact a larger portion of the 
cornea and remain in contact with it for a greater 
length of time. Vehicles of high viscosity and misci- 
bility aid in this effect too. 

Drugs which are highly water-soluble should be 
administered in an oil vehicle and drugs which are 
highly oil-soluble should be given in an aqueous 
vehicle. 

Iontophoresis is a method by which a greater con- 
centration of drug can be obtained in the cornea or 
anterior chamber. J. WoopxHutt Overton, M.D. 


Traumatic Choroiditis: Review of the Literature 
and Report of 10 Cases. Paut Tower. Arch. 
Ophth., Chic., 1949, 41: 341. 

The author makes a differentiation in ruptures of 
the choroid. One type of rupture is direct and the 
trauma is at the place of impact; another type is in- 
direct and the trauma is produced by contrecoup. 
The second type, which occurs in the posterior seg- 
ment, is more common. In the present article the 
author deals with the indirect type. 

The lesion may occur singly, or multiple breaks 
may occur in the choroid, near the optic papilla. 
These breaks are usually segments of a circle in shape, 
and follow the outline of the disc in a concentric 
fashion or extend parallel with the equator. 

There are many theories as to the cause of this 
condition. Most of the theories involve vascular 
changes, either rupture of vessels, vasoconstriction, 
or pulling of the vessels by the optic nerve when the 
injury occurs. Other theories favor some nerve con- 
trol mechanism. All agree there is tissue necrosis. 

Many smaller vessels of the choroid disappear, 
pigmentation is present, and the overlying retina is 
atrophic. Proliferation of neuroglia, wandering 
pigment, and new vessels were observed. Scar tissue 
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formation was present in the inner layer of the 
sclera. 

Ten cases are presented. The choroidal lesions 
were of various shapes, sizes, and positions. Two of 
the patients had almost normal vision. In all cases, 
necrosis and atrophy of the choroid were present. 
The author believes that the term “rupture of the 
choroid,” as it is usually applied to the discontinuity 
of the choroid following nonpenetrating injury, is a 
poor one and that traumatic choroiditis would be 
more appropriate. Furthermore, he believes arci- 
form traumatic choroiditis should be reserved for 
the concentric lesions and that all other lesions of 
irregular outline should be described as diffuse trau- 
matic choroiditis. J. WoopuHuLt Overton, M.D. 


Ocular Complications of Temporal Arteritis. Car- 
ROLL SMITH and PHILup B. GREENE. Am.J. Ophth., 
1049, 32: 685. 


The original description of temporal arteritis came 
from the Mayo Clinic in 1932. Since then more than 
40 cases have been reported, and about half of them 
have been associated with visual disturbance. 

The authors record the details of 4 additional cases 
with this complicating feature. The diagnosis is 
suggested when elderly individuals with advanced 
arteriosclerosis recall having felt nodules along the 
temples and severe head and scalp pains some weeks 
before the occurrence of eye symptoms. The marked 
visual loss, which may eventuate into total blindness, 
is associated with a comparative lack of fundus find- 
ings. The interruption of blood flow probably comes 
on gradually so that the dramatic changes of ische- 
mic edema and cherry-red spot do not occur. In 
cases with visual disturbance it is likely that the 
ophthalmic artery is involved. Certainly the affec- 
tion is more widespread than the term, temporal 
arteritis, would indicate. In all the cases reported 
the temporal arteries were hard, nodular, and with- 
out pulsation. Section was bloodless and showed an 
obliterative endarteritis with marked cellular in- 
filtration of the muscular coat. 

James E. LEBENSOHN, M.D. 


EAR 


Antibiotics in the Treatment of Diseases of the 
Ear, Nose, and Throat. A. C. FuRSTENBERG. Ann. 
Otol. Rhinol., 1949, 58: 5. 


There can be no criticism of the immediate ad- 
ministration of penicillin in cases in which the diag- 
nosis of acute infection is made. When response to 
the drug is unsatisfactory, the organism must be 
identified and its sensitivity determined. The use of 
another antibiotic may be indicated. 

To be effective, penicillin must come in actual and 
sustained contact with the organism; therefore, 
topical administration of penicillin and penicillin 
aerosol are of little or no value. A dense capsule sur- 
rounding a chronic abscess in the neck is a barrier to 
penicillin therapy. Penicillin does not cure chronic 
suppurative otitis media and mastoiditis, osteo- 


INTERNATIONAL ABSTRACTS OF SURGERY 


myelitis of the calvarium and facial bones, nor 
chronic sinus disease. Operative procedures are im- 
perative in such cases if one hopes to obtain a cure. 

The ability of aureomycin and chloromycetin to 
permeate cell membranes, and the blood-brain bar- 
rier makes them agents of great promise. 

Streptomycin is effective in tuberculous adenitis 
and in tuberculous lesions of the mucous membrane. 
Dihydrostreptomycin, which is comparatively free 
from neurotoxic effects, will soon replace strepto- 
mycin in the treatment of these conditions. 

Joun R. Linpsay, M.D. 


Experiences with Penicillin in the Treatment of 
Acute Otitis Media. N. GreBetius and A. Sjo- 
BERG. J. Lar. Otol., Lond., 1949, 63: 286. 


The authors have reviewed the results of penicillin 
therapy in 366 consecutive cases of acute otitis 
media during the year of 1948, as compared to a 
clinical control group of 329 patients in 1943 who 
were treated prior to the introduction of penicillin 
in Sweden. 

The bacteriological findings from the external 
auditory canal in patients treated in 1948 revealed 
the predominant organisms to be hemolytic strepto- 
cocci and staphylococcus aureus; 91.6 per cent of the 
patients in whom bacteria was present proved to be 
sensitive to penicillin in vitro. 

The penicillin dosage varied from 15,000 units (3 
injections in 24 hours) for infants up to 100,000 units 
(3 times daily) for adults. The average dose per 
patient was 1,500,000 units given in an average of 
8.6 days. The penicillin therapy was stopped in the 
simple cases after the ear had been dry for 2 or 3 
days, unless the state of the tympanic membrane or 
some other circumstance called for longer treatment. 
No certain allergic manifestations were observed ex- 
cept in 2 cases of suspected “‘drug fever.” 

The principal findings in the penicillin-treated 
series and in the control series were as follows: 

1. Penicillin treatment, started as early as pos- 
sible and given prophylactically to prevent complica- 
tions, considerably shortens the period of hospitali- 
zation. 

2. The average duration of hospitalization for pa- 
tients who were not treated with sulfonamides was 
20 days, for patients who received sulfonamides, 
“ days, and for those treated with penicillin, 11.9 

ays. 

3. The average duration of secretion in cases in 
which penicillin was used was 8 days, in comparison 
with 12.7 days in the sulfonamide-treated group, 
and 15.9 days in the group treated without the use 
of sulfonamides. 

4. During penicillin treatment the sedimentation 
rate shows an average decrease of 32.2 mm. during 
the first week of treatment, compared to a decrease 
of 6.8 mm. in the control group. 

5. Only 9 of the 366 patients whose cases were 
studied (2.6%) required operation. This percentage 
was practically the same as that found in 2,143 out- 
patient cases of acute otitis media in the same insti- 








tution where the operative percentage was 2.5 per 
cent. This was compared to an average of 8 to 20 
per cent of operations for mastoidectomy among 
cases of acute otitis media during the years from 
1938 to 1947 in the outpatient clinic. 

In addition, the authors mentioned 6 cases with 
obvious signs of mastoiditis in patients who were 
treated with penicillin and in whom healing resulted 
without surgical intervention. In 6 cases of menin- 
gitis, intramuscular injections of penicillin were 
necessarily supplemented with intrathecal adminis- 
tration of penicillin to bring the meningitis under 
control. EuceEnE L. Dertack1, M.D. 


Vestibular Function Prior to and Following Opera- 
tion for Otosclerosis. HELMER RASMUSSEN. Arch. 
Otolar., Chic., 1949, 49: 402. 


The author presents the results of his investiga- 
tions of vestibular function in 79 of 88 patients oper- 
ated upon for otosclerosis according to Popper’s 
method at the Sundby Hospital, Copenhagen. 

In 27 per cent of 67 patients questioned, vertigo 
was present preoperatively. In 16 per cent of the 79 
patients it was present for 1 to 15 months postopera- 
tively. 

Spontaneous nystagmus occurred following the 
operation in all but 4 of the patients. Various tests 
for fistula were performed, and the results appear 
in Table I below. 

The author concludes that if the fistula has not 
closed after a period of 6 months, the chance of its 
remaining open is great. 

Labyrinthine function also was invesiigated by 
rotation tests. Examinations with the licad in the 
upright position revealed preoperative vestibular 
abnormalities in 7 cases. Postoperative findings 
suggested a reduced function of the lateral horizontal 
canal on the side of operation, but in only 2 cases 
was the reduced function permanent. 

Rotation with the head bent forward or backward 
suggested that there were disturbances of function 
of either the superior or the posterior canal, or both, 
postoperatively in 12 patients. The abnormality per- 
sisted in only one case. 

Rotation with the head bent to the right or to the 
left gave inconclusive results. 

Caloric tests were made before operation with the 
use of 100 c.c. of water at 10 to 15 degrees C. Five 
patients reacted abnormally to this test. Postopera- 
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tively, the caloric test was made by the insufflation 
of air and with the head in various positions. The 
test revealed various degrees of abnormability in 48 
of 76 patients. In 6 of the 48 patients no caloric re- 
action was obtainable although the author notes that 
in 5 of the 6 patients spontaneous nystagmus was 
present. Joun J. BALLENGER, M.D. 


Biochemical Conditions in Patients with Otoscler- 
osis. NIELS RISKAER. Arch. Otolar., Chic., 1949, 
49: 414. 

The author has examined fasting blood serum 
from 51 patients who had been operated upon for 
otosclerosis in 1947. Analyses were made for cal- 
cium, inorganic phosphate, phosphatase, total cho- 
lesterol, albumin, and globulin. 

“In general, it may be said that in the great 
majority of cases of otosclerosis, normal valves were 
found on the first analysis for all the examined sub- 
stances.” Where slight deviations from normal were 
found, control analyses revealed normal levels in all 
cases. The author believed he would have found 
more abnormal valves if stricter normal limits had 
been observed, as has been done by other authors. 
He also comments that differing reports by other, 
surgeons “‘may denote variations in the serum coii- 
centration in different phases, active and inactive, 
within the course of otosclerosis.”” He doubts such a 
theory. Joun J. BALLENGER, M.D. 


Conditions of the External Auditory Meatus and the 
Tympanic Membrane in Patients with Otoscler- 
osis. SvEND SELs¢. Arch. Otolar., Chic., 1949, 40: 
420. 


In examining patients in the ear department of 
Sundby Hospital, Copenhagen, the author has tried 
to discover conditions in the external auditory mea- 
tus and the tympanic membrane which might be of 
importance in differentiating between otosclerosis 
and other forms of deafness. 

In the present study, 29 otosclerotic patients and 
29 control patients who had no ear disease were used. 
Tests were made for sensitivity of the skin and vari- 
ation in the lumen of the external meatus, for 
Schwartze’s sign, and for cerumen production. 

The conclusion reached by the author was that 
“the external auditory meatus and the tympanic 
membrane present no characteristics that may con- 
tribute to differentiate otosclerosis from other forms 
of deafness.”’ Joun J. BALLENGER, M.D. 


NOSE AND SINUSES 


Carcinoma of the Antrum. Report of 9 Cases, with 
a 10 Year Survey of the Literature. CHarLes A. 
SEELIG. Ann. Otol. Rhinol., 1949, 58: 168. 


Nine cases of carcinoma of the antrum are pre- 
sented. Only one patient survived. This patient was 
treated by radical antrotomy, and is living and free 
of recurrence 7 years after operation. 

The signs and symptoms which should suggest 
antral carcinoma are unilateral nasal discharge, nasal 
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obstruction, epistaxis, ulceration of the hard palate, 
anesthesia of the face, lacrimation, pain, swelling, 
exophthalmos, and diplopia. The prognosis is poor 
even when surgery is combined with radiation 
therapy. The average length of life in the reported 
cases was 5.7 months from the date of diagnosis. 
Early diagnosis and radical therapy are essential 
to success. Joun R. Linpsay, M.D. 


Diagnosis of Malignancy of the Nasopharynx. Cy- 
tologic Studies by the Smear Technique. LEwis 
F. Morrison, EuGENE S. Hopp, and RosaAtin Wu. 
Ann. Otol. Rhinol., 1949, 58: 18. 


The diagnosis of exfoliating carcinoma of the naso- 
pharynx can be made by examining the secretions 
for malignant cells by the Papanicolaou technique. 
The examination should be used as an adjunct and 
not as a substitute for biopsy. Positive smears were 
obtained in 7 of 8 proved cases of nasopharyngeal 
carcinoma. In one instance the persistence of a 
positive smear encouraged the authors to take re- 
peated biopsies, and the fifth biopsy showed ana- 
plastic carcinoma. The method is time-consuming 
and requires meticulous attention to detail. 

Joun R. Linpsay, M.D. 


NECK 


The Treatment of Thyrotoxicosis.. I. S. Ravp1n, 
Epwarb RosE, and JAMES D. MAxwELL. J. Am. M. 
Ass., 1949, 140: 141. 

With the possible exception of the true toxic 
adenoma, it seems probable that the primary cause 
of thyrotoxicosis lies outside the thyroid gland itself. 
Certain clinical evidence suggests the possible 
etiologic importance of functional disturbances in 
the higher psychic centers, the hypothalamus, the 
anterior pituitary, the autonomic nervous system, 
the gonads, and the adrenals. Proof of such rela- 
tionship, however, is still lacking. Theoretically, the 
thyrotoxic state might be considered therapeutically 
vulnerable at three possible levels: (1) by an attack 
on the initiating factors, (2) at the thyroid itself, or 
(3) at the level of the peripheral target tissue cell 
where the impact of the excessive output of thyroid 
hormone is exerted. The principal approach at 
present is at the thyroid level. 

Those methods of treatment which require con- 
sideration may be listed as follows: (1) iodine 
therapy, (2) treatment with goitrogenic compounds, 
(3) external irradiation of the thyroid or pituitary, 
(4) radioactive iodine therapy, and (5) radical re- 
section of the thyroid gland. 

Iodine in any absorbable form will produce a 
variable degree of remission in at least 95 per cent 
of thyrotoxic patients. The use of iodine should, in 
general, be limited to (1) preoperative preparation, 
(2) treatment of the “‘thyroid storm,” (3) temporary 
postoperative administration, (4) occasionally as a 
therapeutic test when the diagnosis of thyrotoxi- 
cosis is in doubt, and (5) certain cases of hyperoph- 
thalmopathic Graves’ disease. 


INTERNATIONAL ABSTRACTS OF SURGERY 


The goitrogenic compounds now being used pro- 
duce a remission in the thyrotoxic state by inhibiting 
the synthesis of thyroid hormone. Although their 
administration alleviates the symptoms of toxicity, 
the glands of patients receiving these drugs remain 
hyperplastic and show the typical histologic fea- 
tures found in untreated thyrotoxic patients. Pro- 
pylthiouracil is the drug most widely used. Patients 
with large or nodular goiters, or those recently 
treated with iodine may be slow to respond. Some 
patients are partially or completely refractory with- 
out apparent reason. The present consensus indi- 
cates that sustained remissions following prolonged 
therapy cannot be expected in more than about 50 
per cent of cases. The authors’ experience suggests 
that the majority of patients showing a sustained 
remission and a return to normal activities have 
exhibited the milder forms of thyrotoxicosis, with 
minimal goiter, slight to moderate elevation of basal 
metabolic rate, and no cardiac or other visceral 
complications. 

These goitrogenic substances have proved useful 
in the prolonged control of certain thyrotoxic pa- 
tients in whom thyroidectomy cannot, for various 
reasons, be undertaken even though, theoretically, 
it is the treatment of choice. This group includes 
certain older patients, those who refuse operation, 
and those who cannot be brought by medical therapy 
to a point at which operation can be considered 
justifiably safe. 

Although most patients can be satisfactorily pre- 
pared for thyroidectomy by the use of iodine, it 
has proved inadequate in two important groups of 
cases: (1) certain severely toxic patients in whom 
iodine alone fails to produce a satisfactory pre- 
operative remission, and (2) patients rendered 
“jiodine-fast” by the prolonged use of this substance. 
In such patients a complete remission can usually 
be produced by the prolonged use of goitrogenic 
agents. 

Irradiation of the pituitary has received a limited 
trial. Its usefulness at present would appear to be 
restricted to certain patients with the hyperoph- 
thalmopathic syndrome of toxic diffuse goiter 
(Graves’ disease). In these patients thyrotoxic 
phenomena are frequently mild and may be at 
times entirely absent or replaced by evidence of 
hypothyroidism. Ocular signs and symptoms domi- 
nate the clinical picture and may include varying 
degrees of proptosis, periorbital and palpebral 
edema and pigmentation, edema and congestion of 
the conjuctiva, keratitis, lacrimation and swelling 
of the lacrimal glands, fixation of the eyeball, pseudo- 
hypertrophy of the extraocular muscles, papilledema 
or optic neuritis, and edema or infiltration of the 
orbital tissues. This ophthalmopathic syndrome 
occasionally develops rapidly and unexpectedly after 
thyroidectomy in patients with minimal preopera- 
tive ocular signs, but its presence can usually be 
suspected by one or more of the aforementioned 
manifestations. Too great a suppression of thyroid 
function in such cases, whether by thyroidectomy or 
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any other means, may be followed by disastrous 
progression of the ocular changes. The pathogenic 
mechanism of these changes is still obscure, but 
some kind of abnormal effect is believed to be exerted 
by the anterior pituitary on the extraocular muscles 
and the orbital tissues. Suppression of thyroid 
function appears to aggravate the ocular disturbance 
by removing an inhibitory effect on the anterior 
pituitary. In the presence of pronounced ocular 
symptoms and a mild thyrotoxic state, thyroidec- 
tomy is, in the authors’ opinion, contraindicated. 
Therapy should be aimed at inhibition of anterior 
pituitary activity and has included such measures 
as desiccated thyroid, estrogenic substances, and the 
intermittent use of iodine. Irradiation of the pi- 
tuitary, while far from being precisely controllable 
in its placement, or in the exact amount delivered to 
the pituitary, nevertheless appears justifiable in 
severely progressive cases. 

Although radioactive iodine was used in the treat- 
ment of thyrotoxicosis as early as 1941, the first 
detailed reports concerning it did not appear until 
5 years later. Its use has been limited chiefly to 
selected cases, most of them of either toxic diffuse 
goiter (Graves’ disease) or recurrent postoperative 
thyrotoxicosis. Few patients with toxic nodular 
goiter appear to have been treated. Its effective use 
is limited at present to a relatively few clinics. 

Internal irradiation by the gamma rays results in a 
gradual reduction of the activity of the toxic thy- 
roid, although this may be preceded by a temporary 
exacerbation of the disease. Remission may be 
complete in from 1 week to 6 months, or longer. The 
incidence of satisfactory end results appears at 
present to be somewhere between 70 and 80 per cent, 
but it should be remembered that most of the re- 
ported series have consisted of selected cases. Myxe- 
dema with fibrosis of the thyroid may occur, and the 
ocular complications are occasionally aggravated. 
Late carcinogenic effect on the thyroid and damage 
to the urinary tract during excretion are possible 
dangers which cannot at present be evaluated. 

The basic principles of preoperative care of pa- 
tients with hyperthyroidism are the same, regardless 
of the type of the disease. The patient should be 
placed on a program which will tend to (1) bring 
the basal metabolic rate to normal, (2) improve the 
general nutrition as demonstrated by a gain in 
weight and an improvement in the general physical 
condition, (3) lead to a stabilization of the pulse 
rate, and (4) finally, but not the least important, 
restore the patient’s confidence in ultimate recovery. 

In the severely toxic patient propylthiouracil is 
administered in amounts varying from 150 to 300 
mgm. per day, until the metabolic rate begins to 
approach normal. Ten days to 2 weeks before 
operation is planned, treatment with iodine is begun 
in the form of potassium iodide (10 drops of satu- 
rated solution, three times a day). 

Thiamine hydrochloride, in amounts of 50 to 200 
mgm. daily, is given in addition to riboflavin, 45.0 
mgm., and nicotinamide, 75.0 mgm., daily. The 
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authors also found it useful to give additional vita- 
min B in the form of a potent yeast concentrate. 

A highly nutritious diet is provided, consisting 
of 3,000 to 5,000 calories a day. The important 
thing is that the patient eat an amount sufficient 
to meet energy requirements and have left a modi- 
cum for restoration of the depleted body tissues. The 
criteria of achievement of this objective are a gain 
in body weight in the absence of edema, and an 
improvement in general muscular tone. 

Even though the pulse rate may remain above 
normal, a diurnal uniformity of rate is desirable and 
should be regarded as one of the major objectives of 
the preoperative preparation. It is facilitated by 
mild sedation during the preoperative period and by 
optimal hospital environment. 

The staff must be thoroughly conscious of the 
psychogenic factors that played a part in the initia- 
tion or extension of the disease, and of the fears that 
beset these patients. 

In patients who were severely toxic when first 
seen, and in those who are still easily frightened, the 
authors employ the method of “‘stealing the thyroid.” 
On the morning of operation the house officer who 
has most actively participated in the care of the 
patient administers thiopental sodium (pentothal 
sodium) intravenously. The patient, thinking that 
only another test is being made, goes to sleep un- 
aware that within a few moments the operation will 
proceed. 

Inhalation anesthesia is then administered. The 
specific anesthetic employed is less important than 
the prevention of anoxia. Some anesthetic agents, 
such as cyclopropane, may affect cardiac activity; 
others, such as ether or ethylene, may affect the 
liver, but these risks may be accepted as long as 
anoxia is avoided. Under conditions of anoxia, 
cardiac integrity may suffer, liver injury may become 
further accentuated, and a pre-existing renal injury 
may become worse. 

Every possible care must be exercised not to injure 
the recurrent laryngeal nerves. 

No thyroid resection should be attempted without 
prior identification of parathyroid tissue. These 
glands vary in number and in position even in 
normal persons. Their location may be further dis- 
torted by enlargement of the thyroid. 

The thyroid isthmus should be divided and the 
trachea exposed. Sparing the isthmus and pyramidal 
lobe results in a higher incidence of persistence of 
hyperthyroidism. A radical resection of both lobes 
of the thyroid should be accomplished in every 
instance if a high incidence of permanent cures is to 
be expected. It is far better to remove too much 
than too little, for the hypothyroid state which may 
follow a very radical thyroidectomy is far better 
and more easy of control than is persistent hyper- 
thyroidism. 

The gland should be adequately exposed, if neces- 
sary, by division of the prethyroid muscles. Mass 
ligation of the superior poles is undesirable. It 
leaves thyroid tissue in amounts that cannot always 
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be assessed, and it results in injury to the superior 
laryngeal nerve, thus predisposing to excessive 
mucous secretion in the trachea. 

Crisis is the most dreaded of the postoperative 
sequelae. It is now so infrequent that younger 
surgeons rarely see this complication and may there- 
fore underestimate its importance. Perfect anes- 
thesia reduces the risk of a severe reaction. The 
intravenous use of dextrose during and after opera- 
tion assists in reducing its incidence and severity. 

When crisis occurs, therapy should be begun at 
once. The blood volume must be maintained, 
dextrose and iodine given intravenously, and atten- 
tion directed to any specific electrolyte imbalance. 
Large amounts of sodium salts should not be ad- 
ministered if the imbalance is one chiefly associated 
with potassium disturbance, and neither should be 
administered without careful study if renal function 
is impaired. Adequate sedation, oxygen therapy, 
cardiac support when indicated, and the use of some 
method of refrigeration in the presence of pronounced 
hyperpyrexia are all of value. Adequate doses of all 
components of the vitamin B complex should be 
given, parenterally, when necessary. Propylthioura- 
cil may also be of assistance. 

Acute traumatic parathyroid insufficiency, while 
rarely fatal, may be an important cause of post- 
operative morbidity. In many cases the insuffi- 
ciency is self-limited, and spontaneous readjust- 
ment may occur up to 6 months after injury. 

The authors report on 655 thyrotoxic patients 
operated on in the 1o year period prior to June, 
1947. 

The mean age of the entire group was 40.6 years. 
Of the total number of patients, 145 (22.2%) were 
males and 510(77.8%) were females. Four hundred 
and fifty-two (69%) of the patients had diffuse toxic 
goiter and 203 (31%) had toxic nodular goiter; there 
were 82 patients (12.5%) with serious heart disease; 
24 patients had true diabetes mellitus; and 6 had 
active pulmonary tuberculosis. The average period 
of preoperative iodine administration while in the 
hospital was 12.3 days. Many had received iodine 
for a variable period prior to admission. The mean 
period of days of thiouracil therapy was 37.2 days, of 
aminothiazole, 17.5 days and of propylthiouracil, 
67.8 days. 
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The patients with diffuse toxic goiter showed a 
mean basal metabolic rate of 42 per cent, and those 
with toxic nodular goiter, of plus 58 per cent. The 
overall mortality rate was 0.9 per cent. 

There were 3 instances of true crisis (0.46%). 
No patient died in crisis subsequent to the use of 
iodine plus thiouracil or propylthiouracil in the pre- 
operative period. Twenty-three patients (3.5%) had 
postoperative impairment of the motion of one vocal 
cord. Of these 23 patients, 20 recovered completely. 
Two patients showed evidence of hypoparathyroid- 
ism. 

The average basal metabolic rate for the entire 
group at the last follow-up visit was plus 3.7 per 
cent. Fifteen patients (2.3%) had recurrent thyro- 
toxicosis. Eart O. Latmer, M.D. 


Amyloid Tumors of the Larynx, Trachea, or Bron- 
chi. A Report of 15 Cases. Davin B. Stark and 
Gorpon B. New. Ann. Otol. Rhinol., 1949, 58: 117. 


The clinical features of 15 cases in which the path- 
ologic diagnosis was amyloid tumor of the larynx, 
trachea, or bronchi were reviewed by the authors. 
The pathologic features considered characteristic of 
the tumors are occurrence of the homogeneous 
amyloid material mainly in the form of flakes or 
concentric-layered masses, and a characteristic re- 
action of the amyloid material with one or more of 
the so-called amyloid stains. No concomitant disease 
considered of etiologic significance was noted. The 
presenting signs and symptoms of amyloid tumor 
are dependent on the size and location of the lesion. 

Classification of the tumors into the localized 
variety and the diffuse infiltrating variety is of sig- 
nificance in determining the type of treatment to be 
employed and the prognosis after treatment. 

The localized tumor was surgically removed, with 
an excellent functional result. The diffuse lesion in- 
volving the subglottic region and the upper part of 
the trachea was removed with immediate grafting of 
the resultant denuded area. A permanent tracheo- 
stoma was avoided, and the functional results were 
excellent. The functional results obtained by treat- 
ment of the diffuse lesion involving the glottis proper 
were not so satisfactory. The prognosis as to life 
was excellent, except in some cases of endobronchial 
lesions. The disease tended to be self-limiting. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Percutaneous Cerebral Angiography and Cerebral 
Abscess. H. F. Fasritius, A. G. Frgvic, and K. 
KRISTIANSEN. Arch. Neur. Psychiat., Chic., 1949, 


61: 352. 


This report summarizes the etiology, diagnosis, 
and treatment of 7 cerebral and 1 cerebellar ab- 
scesses observed at the Oslo University Hospital. 
Three of the abscesses were multiple, 2 were metas- 
tatic from the lungs, 3 were of otitic origin, and 2 of 
sinus origin. The main diagnostic aid was percuta- 
neous cerebral angiography which showed dislocated 
vessels around an avascular or poorly vascularized 
area representing the abscess. 

The authors’ treatment consisted of aspiration of 
the abscess content, local injection of penicillin in 
the abscess cavity, and systemic as well as intrathe- 
cal administration of penicillin and sulfadiazine. In 
some cases thorotrast or air was injected into the 
abscess cavity for better visualization. There were 
3 fatalities. GrorGE Prerret, M.D. 


Abscess of Brain Due to Clostridium Perfringens 
Treated with Penicillin. RatpH B. CLowarp. 
Arch. Neur. Psychiat., Chic., 1948, 60: 504. 


A case report is given of a patient with a fulmin- 
ating infection of the brain due to clostridium per- 
fringens, which developed after a depressed fracture 
of the frontal lobe. The patient was treated with 
operative drainage and with penicillin which was 
introduced locally into the area of infection through 
a permanent catheter. The patient was also given 
20,000 units of penicillin intramuscularly every 2 
hours. A second operative procedure was necessary 
to clean out further devitalized brain and accumula- 
tions of pus. Further treatment with penicillin 
followed, the patient receiving a total of 2,385,000 
units of penicillin, and 95,000 units of this were in- 
jected locally into the abscess cavity. 

The patient made a satisfactory recovery. The 
author attributes the recovery to surgical drainage 
of the abscess coupled with penicillin, and points out 
the specificity of penicillin in the treatment of in- 
fections due to the gas bacillus as reported by pre- 
vious observers. Howarp A. Brown, M.D. 


A Contribution to the Study of Chronic Subdural 
Hematoma (Contribution a |’étude de ’hématome 
sous-dural chronique). G.-R. HorrMan. Acta chir. 
belg., 1948, 47: 569. 

It is pointed out that a chronic subdural hematoma 
usually occupies a position more or less limited to 
the convexity of a hemisphere. Exceptionally, it may 
be found between the two hemispheres, over the con- 
tents of the posterior fossa, or in the potential sub- 
dural extra-arachnoidal space. 
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A subdural hematoma in the chronic state char- 
acteristically consists of a cyst (with two walls) con- 
taining a few clots and a liquid which is the result of 
a breakdown of the blood. It is only when the hema- 
toma has existed for quite some time that the walls 
of this cyst have a definite character. The external 
wall is thin and adheres to the dura mater; it shows 
a massive infiltration of polymorphonuclear cells as 
well as extensive fibroplasia. The inner wall is eq- 
ually thin and delicate; it may be found free, but 
more often it is adherent to the underlying pia 
mater. It is made up almost completely of fibro- 
blasts. While it is true that such hematomas may 
arise from congenital vascular malformations, the 
commonest cause is certainly that of trauma re- 
sulting in rupture of, and bleeding from, the veins 
passing from cortex to dura mater, or a sinus. 

The time from the beginning of bleeding to the 
diagnosis of the clot may be anywhere from 15 days 
to several months. The author believes that more 
commonly chronic subdural hematomas present their 
signs between the third and sixth week. There are 
various clinical signs, including headache, mental 
changes, motor dysfunction, pupillary changes, 
epileptiform seizures, bradycardia, and nausea. 
Surgically, the author follows the more common sur- 
gical procedure, that is, the washing out of the clot 
through two burr holes. He feels that this simple 
trephine operation is preferable to the placement of a 
flap. Joun Martin, M.D. 


Multipie Brain Tumors (Multiple Gehirntumoren). 
HERBERT Kraus. Wien. med. Wschr., 1949, 99: 174. 


The author states that the occurrence of multiple 
primary brain tumors is not a rarity and he quotes 
Bier, of Jena, who stated that 3 to 3.4 per cent of all 
primary brain tumors are of this type. Six cases are 
reported in detail, to illustrate the various types of 
tumors and some of the difficulties encountered. 

The first case was one of bilateral acoustic neuro- 
ma which, following ventriculography, was con- 
sidered to be an inoperable midline tumor at the 
base of the posterior fossa, because of elevation of 
the posterior third of the third ventricle, the aque- 
duct, and the fourth ventricle. The author stresses 
the difficulty of diagnosing bilateral acoustic neuro- 
mas because both internal acoustic meati present a 
regular, symmetrical enlargement and comparisons 
show no variation. In addition, large or bilateral 
acoustic neuromas can show a dorsal displacement 
suggesting a single midline inoperable lesion. 

The second case presented both an acoustic 
neuroma and an undiagnosed small parasagittal 
meningioma. This is a relatively common combina- 
tion. 

Another patient had Recklinghausen’s disease 
with an acoustic neuroma which was partially 
scooped out. At autopsy neuromas were likewise 
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found in the intercostal nerves and along the roots of 
the vertebral canal. 

The fourth individual was only operated upon at 
his expressed wish, and bilateral acoustic neuromas 
were shelled out. At autopsy on the following day 
several small meningiomas were found over the left 
cerebral hemisphere and over the right parietal lobe. 
In addition to the bilateral acoustic neuromas there 
were similar lesions in the right olfactory bulb, left 
trochlear nerve, oculomotor, glossopharyngeal, and 
vagus nerves, bilaterally, also in numerous inter- 
costal nerves, the brachial plexus, and the right 
radial and femoral nerves bilaterally. The condi- 
tion was diagnosed as Recklinghausen’s disease with 
multiple meningiomas. It is believed that a biopsy 
should be made in every case to substantiate the 
diagnosis of Recklinghausen’s disease. The prog- 
nosis is poor, and usually operation should not be 
attempted. 

In the fifth case, 12 meningiomas, totaling 200 
gm., were removed from the brain along with simul- 
taneous excision of one meningioma from the spinal 
cord. In spite of the necessary radical surgery the 
patient survived and was in fair general condition. 

The final case reported was one in which a spon- 
gioblastoma was found to be present in the left and 
right thalamus, with another glioma at the seventh 
thoracic vertebra. It is very unusual to find multi- 
ple gliomatous tumors in both the brain and spinal 
canal. RIcHARD C. SCHNEIDER, M.D. 


Analysis of Electroencephalographic Findings in 40 


Cases of Varied Brain Tumor. Electroencepha- 
lographic Findings in Meningiomas. HEenry M. 
Cuneo, Cart W. RAnp, and H. SjJAARDEMA. Bull. 
Los Angeles Neur. Soc., 1949, 14: 1. 


In this first of a series of articles an analysis is 
made of electroencephalographic studies of 10 men- 
ingiomas which were exactly localized either by sur- 
gery or autopsy. 

It was found that electroencephalographic trac- 
ings localized the tumor correctly in 3 instances—in 
the left frontal, the right frontal, and the right occi- 
pital regions. Localization was mistaken in 1 case 
in which a right midfrontal tumor weighing 117 gm. 
was localized in the right temporal region. In the 4 
other instances the tracings were not localizing; in 
these cases the tumors were located in the left 
sphenoidal ridge, the right parasellar region, the left 
parasagittal region, and in the subtentorial midline. 
The electroencephalographic tracings showed slow 
waves, phase reversals over the seat of the lesions, 
or both. 

Clinically accurate localization was made in 6 
cases. The tumor could not be localized in 2 cases 
and was wrongly localized in the 2 other cases in 
which the electroencephalograms had also failed. 
Ventriculographic studies were made in 6 cases, in- 
cluding the 4 in which correct clinical localization was 
impossible, and permitted accurate diagnosis. 

In this study the electroencephalographic tracings 
failed to provide any diagnostic advantages; they 
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confirmed a correct clinical diagnosis, but did not 
help in a case which could not be clinically localized. 
GEORGE PERRET, M.D. 


Operative Restoration Following Facial Paralysis 
(Die operative Wiederherstellung der Facialislaeh- 
mungen). Otto Lorenz. Arzt. Forsch., 1949, 3: 
107. 

The author has briefly reviewed the causes of 
facial paralysis and listed them in the following 
groupings: (1) meclianical (traumatic and postopera- 
tive), (2) inflammatory, (3) bacterial or toxic, and 
(4) rheumatic (70 per cent of total). Consideration is 
given to the most opportune time for restorative 
surgery following facial paralysis. Too early opera- 
tion is not deemed advisable, and the author sug- 
gests that the appearance of reaction of muscle de- 
generation should probably be the criterion for the 
timing of the procedure. In addition, the neurologist 
and the otologist should be consulted for their 
opinions. 

There are four fundamental methods of operative 
reconstruction, and the advantages and disadvan- 
tages are discussed very completely. They are: 

1. The removal of local scarring of the nerve in the 
petrous bone, with the bridging of the gap by means 
of a free nerve transplant or, in rare cases, by pri- 
mary nerve suture. 

2. Anastomoses of the facial nerve with the spinal 
accessory, glossopharyngeal, trigeminal, or, pre- 
ferably, the hypoglossal nerve. Under this heading 
the direct neurotization of the paralyzed facial 
muscles by the hypoglossal nerve was considered 
and discarded. 

3. The removal of antagonistic nerve supply by 
cervical sympathectomy, and mechanical support 
by suspension with wires, fascia, various plastic 
substances, and myoplastic procedures. 

4. Muscular neurotization, which method is 
elected as the treatment of choice. 

In muscular neurotization, described and used by 
Lexer and Rosenthal, the paralyzed muscle is neuro- 
tized by the implantation of a well innervated mus- 
cle bundle. Usually two bundles are dissected free 
from the temporal muscle and implanted in the 
musculature of the upper and lower eyelids. Three 
more flaps are cut from the masseter muscle and 
curved upward to the ala nasae and to the orbicu- 
laris oris at the upper and lower lip. The first move- 
ments are noted in from 4 to 6 weeks after operation. 
Good results may be expected if the operation is 
carried out within 2 years after the development of 
paralysis. 

In the West German Oral Surgery Clinic, this pro- 
cedure has been used with much success. The 
method is regarded as one of the great advances in 
restoration of function in facial paralysis, for it does 
away with unsightly associated movements. 

Although the latest reference cited in the bibliog- 
raphy is 1940, this article offers an orderly and com- 
prehensive review of the topic. 

RIcHARD C. SCHNEIDER, M.D. 
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SPINAL CORD AND ITS COVERINGS 


Intervertebral Disc Hernias of the Cervical Region 
(Les hernies discales de la région cervicale). J.-A. 
Litvre. Presse méd., 1949, 57: 303- 


The author has reviewed the previously reported 
history and clinical studies relating to the cervical 
disc and has appended rather a complete biography 
to his article. 

He points out that the most frequent locations for 
such herniations are at the fifth and sixth interspaces, 
but that they may also occur in the third, fourth, and 
seventh interspaces. Even double herniations may 
occur. Such herniations occur most commonly in 
middle age, oftener in men than in women, frequent- 
ly follow injuries of one sort or another, and may be 
accompanied by a secondary arthritis, the result of 
malalignment of the vertebrae. He points out also, 
in that connection, that cervical arthritis, per se, 
may simulate the syndrome of herniated cervical 
disc. While it is true that the “typical” herniated 
disc produces a single root syndrome of pain, numb- 
ness, and selective dermatone and myotome defect 
because of the fact that the cervical roots leave the 
cord at a right angle and pass directly out between 
the corresponding vertebrae, nevertheless a disc large 
enough and centrally enough placed will give de- 
finite cord signs, and such a lesion must be thought 
of in the differential diagnosis of lesions of the cervi- 
cal cord. Mild increase in the total protein may be 
present in either type of cervical disc. 

The author does not feel that medical treatment 


such as rest, physical therapy, local anesthesia, 
antihistamine injections, or collars give the patient 
much hope of relief, and probably none of cure. He 
believes that the proper treatment in most cases is 
cervical hemilaminectomy and removal of the disc. 
JouNn Martin, M.D. 


PERIPHERAL NERVES 


Late Paralysis of the Ulnar Nerve and Occupational 
Accident (Paralysie tardive du nerf cubital et ac- 
cident du travail). ALBERT MovucHet and Guy 
SEILLE. Presse méd., 1949, 57: 197. 


A carpenter, 63 years old, experienced isolated 
paralysis of the right ulnar nerve with complete de- 
generation after a heavy piece of iron fell on his 
hand. The history revealed that at the age of 4 years 
he had suffered a fracture of the external condyle of 
the humerus with subsequent deformation of the 
joint and progressive cubitus valgus. However, 
until the recent accident, the patient was able to use 
his right hand fully in his heavy work and did not 
experience any particular weakness. 

The nerve was disengaged from adhesions and 
transposed anteriorly of the epitrochlear muscles. 
bs paralysis gradually decreased after the opera- 
ion. 

The long interval of 59 years between the fracture 
and the onset of the paralysis is remarkable. The 
author discusses the role of the recent occupational 
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accident in the development of the paralysis. He 
believes that degeneration of the ulnar nerve, caused 
by pressure of the displaced condyle, had begun 
long before the new accident without causing sub- 
jective symptoms. The new traumatism acted as a 
kind of trigger mechanism and aggravated the con- 
dition so that the paralysis became manifest. 
WERNER M. Sotmitz, M.D. 


Traumatic Lesions of the Sciatic Nerve and Its 
Branches: An Anastomicoclinical Study of the 
Therapeutic Results in 53 Cases (Lésions trau- 
matiques du nerf sciatique et de ses branches: étude 
anatomoclinique et résultats thérapeutiques d’aprés 
53 cas). R. Fontratne, A. Dany, and Pu. Scuv- 
MACHER. Lyon chir., 1949, 44: 185. 


This report concerns 31 patients with traumatic 
lesions of the sciatic trunk, 13 with lesions of the 
peroneal, and 9 with lesions of the tibial nerve. 

The authors have categorized the results of their 
clinical studies rather differently from the manner in 
which these lesions are studied in America. They lay 
particular stress on the trophic changes which occur 
with such lesions, both in the skin of the foot and in 
the bones of the toes. They have found that surgi- 
cal suture rarely gives 100 per cent functional re- 
sults and that one must wait 2 or 3 years, at least, 
before the final end point is reached after such sur- 
gery. They believe that fresh heterografts are more 


effective than a preserved heterograft, but that auto- 


grafts are by all odds more effective when grafting is 
necessary. Nevertheless, they feel that suture by 
graft or end-to-end proximation (the latter always 
being ideal if possible) is the beginning point in the 
rehabilitation of a patient with such a lesion. They 
stress a long follow-up on patients with sciatic nerve 
lesions for a true evaluation of spontaneous or post- 
surgical recovery. Joun Martin, M.D. 


MISCELLANEOUS 


Causalgic Syndromes. W. V. MAcFARLANE. Austral. 
N. Zealand J. Surg., 1949, 18: 191. 


Causalgia in general is discussed by the author 
and the theoretical considerations advanced to ex- 
plain this phenomenon are further listed. A sum- 
mary of previous reports and work in regard to 
causalgia is included, and a classification of the syn- 
dromes included under this category is given. 

The author’s method of attack included attention 
directed toward ascertaining the level in the pain 
conduction pathways, at which section would lead 
to relief of pain. They have used local anesthetic 
infiltration into painful scars and tender subcutan- 
eous areas, and injections of the sympathetic chain, 
as well as of nerve trunks and roots proximal to the 
site of the injury. Sympathectomy was undertaken 
if local blocks appeared successful. Posterior rhizo- 
tomies were also used in some cases. Chordotomy 
has also been used. 

The author believes that the absence of burning 
pain does not exclude the diagnosis of causalgia. 
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The repeated use of procaine injections is believed 
to be of great value, and operation is not undertaken 
until this has been given adequate trial. Amputa- 
tion, rhizotomy, and neurotomy have occasionally 
been successful, although it is believed their value is 
quite limited. 

Six unsatisfactory sympathectomies have been re- 
ported, and it was believed that in some instances 
sympathetic fibers have travelled with the motor 
roots or that peripheral nerve lesions could maintain 
pain cycles without the sympathetic nerves. 

The author thinks that the etiology of causalgia 
most likely results from the production, by periph- 
eral focus of injury in a nerve, of sustained dis- 
charges from cord neuron pools. These result in 
widespread pain, with sensory, motor, sympathetic, 
and trophic disturbances. 

Also fiber interaction between the sympathetic or 
other efferent nerves and the somatic afferent fibers, 
at the site of injury, feeds the irritable internuncial 
neuron pool. 

Twenty-one cases have been reported in this 
article as well as the treatment afforded each. 

Howarp A. Brown, M.D. 


The Medical and Surgical Treatment of Hyperten- 
sion. F. L. RetcHert, V. RicHARpsS, E. HOLMAN, 
A. L. BLOOMFIELD, AND OTHERS. Ann. Surg., 1949, 
129: 349. 


The authors outline the combined medical and. 
surgical treatment of arterial hypertension and con- 
sider it primarily a medical disease. Operative treat- 


ment is indicated in only a very small proportion of 
patients who no longer respond favorably to con- 
servative therapy, and who develop signs of rising 
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pressure with vascular complications. Operation 
then is recommended in spite of advanced age, 
cerebral and coronary arterial occlusions, recent con- 
gestive heart failure, and chronic glomerulonephritis. 

Of 40 patients operated upon from 1935 to 1938 by 
the Peet procedure, 5 were living 9 to 12 years after 
operation, but only 3 showed objective improve- 
ment. Six other patients (15%) had died of hyper- 
tension after periods of symptomatic improvement 
for from 4 to 11 years after operation. Over 60 per 
cent of the patients operated upon died within the 
first 2 years. 

The authors now perform a simultaneous bilateral 
thoracolumbar resection of the sympathetic chain 
from the eighth thoracic to the second lumbar gan- 
glion inclusive, and of the greater and lesser splanch- 
nic nerves from the eighth rib to and including the 
upper half of the celiac ganglion. In some cases with 
rapid retinal disturbances, they remove through one 
transverse incision the second and third thoracic gan- 
glia bilaterally, in addition to the thoracolumbar 
procedure. 

Of 50 patients who underwent the above procedure 
between 1938 and 1946, 24 died of hypertension 
within the first 2 years, and 6 others died 4 years 
after operation. Nine patients obtained sympto- 
matic relief, and objective improvement was noticed 
in 2. The condition of 9 other patients remained un- 
changed. 

Operative and postoperative shock, cerebral an- 
oxia, and renal ischemia were treated with neosy- 
nephrine, which was administered whenever the 
blood pressure fell below 140/100, and the strict 
maintenance of an adequate fluid balance. 

GEorGE PERRET, M.D. 
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CHEST WALL AND BREAST 


Testosterone Propionate in the Treatment of Breast 
Cancer. Sicvarp KAAr. Acta radiol., Stockh., 
1949, 31: 97. 


This is a report of the use of testosterone propio- 
nate in 15 cases of breast cancer observed over a period 
of 10 months or longer. All the patients had osseous 
metastases and all were women in whom the meno- 
pause had begun. It is concluded that, without 
doubt, in many cases of breast cancer with metas- 
tases to bones there is a temporary, but marked, re- 
lief from pain, associated with considerable improve- 
ment of the patient’s general condition following 
treatment with testosterone propionate. 

Sometimes, and especially in cases in which there 
is initial hypercalcemia, the therapy may give rise 
to toxic manifestations. Therefore, the patient 
should be observed carefully, particularly after the 
first injections, and the serum calcium controlled. 
However, if it rises to high values the treatment will 
have to be discontinued. In women in whom men- 
struation has been present before the institution of 
the therapy, just as good effects can undoubtedly be 
obtained, and more readily, by roentgen irradiation 
of the ovaries, and the testosterone can be reserved 
for a later time. STEPHEN A. ZIEMAN, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Surgical Extrapleural Pneumothorax in the Treat- 
ment of Large Tuberculous Cavities at the 
Upper Lobe of the Lung. G. L. Ronzoni. J. 
internat. chir. thor., 1949, 1: 75. 


In this first experimental series of cases the prob- 
lem of an expedient indication for extrapleural pneu- 
mothorax is studied with regard to the treatment of 
large tuberculous cavities in the upper lobe of the 
lung. By expedient indication the authors mean an 
indication to be substituted for the more theoretical- 
ly correct one either because of the evolution of the 
disease, or because of the condition of the patient. 

A technique of extrapleural stripping is described. 
It permits the performance of a pneumothorax with 
particular features which allow either a hypotensive 
or hypertensive method of maintenance and a pro- 
gressive graduation of the pulmonary collapse. It is be- 
ing proposed to call this special type of intervention 
a“subtotal lateral-mediastinic extrapleural pneumo- 
thorax,” adding “‘hypotensive” or ‘‘hypertensive” 
as the need may be. Joun J. Matoney, M.D. 


Experimental and Clinical Study of Collapse Ther- 
apy with Fiberglas Wool and Fabric. Tuomas J. 
E. O’Nettt, Hector P. REpoNDO RAMIREZ, and 
Rosert G. Trout. J. Thorac. Surg., 1949, 18: 181. 


Experimental studies were undertaken with a 
combined series of 29 dogs. Two procedures were 


used. In one series, extrapleural packing of fiberglas 
raw wool was used. This resulted in tissue reaction 
which was regarded as unsatisfactory. In the second 
series, fiberglas fabric was used intrapleurally, to 
invest a selected lobe. This proved satisfactory as an 
excellent selective atelectasis was accomplished and 
the implantation of the material occasioned only a 
minimal tissue reaction. . 

Ten case histories are reported. In 3 cases, the 
upper lobes were wrapped in fiberglas fabric to ac- 
complish selective collapse and in 7, extrapleural 
pneumonolysis was done, and the created space was 
filled with fiberglas wool. In 1 case the raw wool 
alone was placed in the space. This resulted in the 
same kind of tissue reaction as seen in the experi- 
mental animals, in which there was considerable 
foreign body response; this foreign mass became in- 
fected and had to be removed. In the remaining 6 
cases the space was first lined with fiberglas fabric 
(which in the dogs was shown to be practically non- 
reactive) and then the lined space was filled with 
raw fiberglas wool. No infections resulted in these 
cases and the collapse was regarded as satisfactory. 

SAMUEL Kagan, M.D. 


An Evaluation of Extrapleural Pneumonolysis with 
Lucite Plombage. Jostan C. TRENT, JAmes D. 
Moopy, and JosEpx S. Hiatt, Jr. J. Thorac. Surg., 
1949, 18: 173. 

Extrapleural pneumonolysis with plombage is a 
desirable operation because (1) it can be done in one 
stage, (2) it is technically easy, (3) it is well toler- 
ated, (4) there is no deformity of the chest, (5) the 
function of good lung tissue is maintained, and (6) 
the hospital stay is short. 

The ideal material for insertion in the extrapleural 
space, to maintain pulmonary collapse, has not yet 
been found because of the susceptibility of the extra- 
pleural space to infection. Air, oil, and paraffin have 
been the most successful; however, their use is 
limited to highly selected cases in which thoraco- 
plasty is not indicated. Experimental studies seemed 
to indicate that lucite spheres approached the 
ideal plombage substance, but clinical trial has failed 
to substantiate the early promise of the operation. 

Dense hyaline tissue was found to form around the 
spheres in the experiments, as well as in 3 clinical 
cases in which no infection occurred. Since lucite is 
an inert material in the body, the probable explan- 
ation for this tissue formation lies in the spherical 
shape of the plastic material, which allows sufficient 
space between the spheres for serum to accumulate, 
clot, and organize. When this dense hyaline mass 
forms, it is very difficult to remove the spheres, un- 
less infection and liquefaction of the surrounding 
tissue occur. Lucite plombage must, therefore, be a 
definitive procedure since, if it is not successful, no 
other operative procedure is feasible as the success 
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of the latter is dependent upon the removal of the 
spheres. 

Of 51 patients on whom extrapleural pneumo- 
nolysis with lucite plombage was carried out, 10 were 
benefited, 3 received no benefit, 20 were adversely 
affected, and 18 died. The late results of the oper- 
ation do not justify continuation of the procedure. 

SAMUEL Kann, M.D. 


The Malignant Nature of Bronchial Adenoma. 
ALFRED GoLtpMAN. J. Thorac. Surg., 1949, 18: 137. 


Five cases of bronchial adenoma which showed 
malignant qualities are reported. The most malig- 
nant changes to occur were found in the mixed tumor 
type of bronchial adenoma. The complete transfor- 
mation to a clinical and histological picture of bron- 
chiogenic carcinoma has been observed. Carcinoma 
of bronchiogenic origin may, at times, arise in a 
mixed tumor type of bronchial adenoma. Carcinoid 
types of bronchial adenoma not infrequently show 
metastatic involvement of the mediastinal lymph 
nodes. This may occur when the tumor has been 
present for as long as 30 years, or when the duration 
of symptoms has been only a few months. 

The finding of bronchial adenoma in conjunction 
with multiple tumors of low grade malignancy in 
other organs suggests that the stimulus for the pro- 
duction of bronchial adenoma is the same as that 
capable of producing neoplasms in other organs than 
the lung. The failure of bronchial adenoma to pro- 
duce vascular seedings, even though the tumor cells 
were demonstrated floating in the lumen of a large 
pulmonary vein, suggests that the only favorable 
soil for bronchial adenoma is in the bronchi and 
lungs. 

The treatment of bronchial adenoma by lobec- 
tomy and pneumonectomy has given approximately 
100 per cent 5 year cures, when this period of time 
has elapsed since operation. SamMuEL Kaun, M.D. 


Pneumonectomy in a Case of Besnier Boeck’s Sar- 
coidosis. C. L. Peterson. Arch. chir. Neerl., 
1949, 1: 64. 

A careful search of the literature has revealed no 
mention of surgery performed for irreversible pul- 
monary changes in Boeck’s sarcoidosis. 

Ordinarily, surgery in this disease may be con- 
sidered as contraindicated or unnecessary, because 
of the universal distribution of the sarcoidoisis 
throughout the body and the usual bilateral rever- 
sible pulmonary manifestations. However, there is 
one development of the pathology which may de- 
mand such an intervention. 

In the latter stages of the pulmonary involvement 
a tendency toward fibrosis and healing may occur. 
This fibrosis in rare instances may take a pernicious 
course with gradual interference in the normal pul- 
monary physiology. Involvement of the bronchi 
and bronchioles may produce severe stenosis with 
interference in the air passage resulting in atelectasis. 
Involvement of the pulmonary arterioles and capil- 
lary bed by the fibrosis may consecutively cause 


narrowing of the vessels, mechanical obstruction of 
the blood flow, pulmonary hypertension, cor pul- 
monale, congestive heart failure, and, ultimately, 
death. Distortion and stenosis of the bronchii, fur- 
ther, may predispose to pulmonary infection of 
either an acute or chronic nature with a fatal ter- 
mination. 

Surgery may be precluded by the presence of bi- 
lateral involvement by the progressive disease pro- 
cess or by the localization of the lesions in other 
organs. These intrapulmonary and extrapulmonary 
deposits may be so extensive and may have so de- 
bilitated the patient that interference may be un- 
wise. However, a patient with an irreversible lesion, 
unilaterally placed, with minor or no involvement 
elsewhere, and presenting sufficient symptomatology 
to justify surgical intervention, prior to the cardiac 
sequelae, should be considered as a possible candi- 
date for lobectomy or pneumonectomy. 

One such patient who presented these conditions 
was treated at this clinic and the author considers 
that the case may be of interest in view of its rarity 
and because of the gratifying results obtained. 

The patient’s marked general improvement after 
operation was dramatic. One year after the pneu- 
monectomy the disease continues to remain in a 
quiescent state with no evidence of pulmonary re- 
currence. 

The pulmonary form of Besnier Boeck’s sarcoido- 
sis is briefly discussed. 

A rare case with subsequent resolution of the 
lesions throughout, except in a localized area in- 
volving the left upper lobe, is presented. 

Joun E. Krrxpatrick, M.D. 


The Clinical Use of a Prosthesis to Prevent Overdis- 
tention of the Remaining Lung Following 
Pneumonectomy. JULIAN JOHNSON, CHARLES K. 
Krrsy, C. S. Lazatin, and J. A. Cocke. J. Thorac. 
Surg., 1949, 18: 164. 

Lucite balls placed in the pleural cavity of dogs 
following pneumonectomy prevented mediastinal 
shift, and were well tolerated, as evidenced by 
autopsy studies 1 year after the operation. 

In 8 patients in whom lucite balls were placed in 
the pleural cavity after pneumonectomy, the medi- 
astinum has remained in the midline, and there have 
been no apparent complications resulting from the 
presence of the balls. 

The use of a lucite ball prosthesis may be a 
simple and effective method for preventing over- 
distention of the remaining lung following pneu- 
monectomy. SAMUEL Kagn, M.D. 


Pyogenic Empyema with Extension Below the 
Diaphragm. Witt1AmM LEHMAN GvuyTON and 
Howarp W. Jones, Jr. South. M. J., 1949, 42: 359. 


The authors add 3 new cases of pyogenic empyema 
to the 12 already described in the literature. The 
anatomic pathways by which the infection spreads 
through the diaphragm are discussed. In the first 2 
cases the drainage tract extended along the course of 
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the medial and lateral arcuate ligaments. In the 
third case, erosion of the diaphragm occurred with- 
out following the anatomical spaces. This patient 
survived the operation and was treated with anti- 
biotics which perhaps offer a more hopeful prognosis 
inasmuch as the mortality rate to date, in the re- 
ported cases, is 50 per cent. 
STEPHEN A. ZIEMAN, M.D 


HEART AND PERICARDIUM 


The Surgical Treatment of the Patent Ductus 
Arteriosus. P. DEcKER. J. internat. chir. thor., 
1949, I: 63. 

The three different methods of surgical treatment 
of the patent ductus arteriosus are described. 

1. Ligation of the ductus by two strong, braided 
silk ligatures, one placed near the aorta and the 
other near the pulmonary artery. Such a technique, 
as the simple ligature, has resulted in a relapse of 
the ductus. That is why the injection of a hypertonic 
glucose solution into that part of the ductus between 
the two ligatures has been associated with the double 
ligature. Also, after placing the two ligatures the 
occlusion was reinforced by tying over them a small 
knot similar to that used to ligate the umbilicus, or 
by wrapping them in cellophane. 

2. When the ductus is long enough it is dissected as 
widely as possible, and then its two ends are ligated 
with two strong, braided silk ligatures. Two or more 
transfixed ligatures are placed on the portion of the 
ductus between the two main ligatures. 

3. Resection of the ductus (Gross’ technique). 
The ductus is approached by the anterior route. At 
first it is dissected along its externoanterior surface, 
then it is grasped with a blunt clamp. Two unfasten- 
ed silk knots are placed around it. By pulling first 
one knot and then the other the ductus can be 
stretched during dissection. The anterior surface is 
stripped of its pericardium fold. The ductus is thus 
afforded an amazing length partly resulting from the 
fact that by the alternate traction there has been 
some trespassing upon its aortic and pulmonary ar- 
tery junctions. The most difficult stage is that of the 
dissection of the posterior surface. Even when per- 
formed by a skilful and experienced surgeon such as 
Gross the dissection of the posterior wall is long and 
difficult. 

When the ductus has reached a sufficient length, 4 
small Crile clamps are placed on it side by side (ac- 
tually they are special, narrow, blunt clamps). The 
ductus is then resected between the two clamps in 
the middle. The middle clamp on the pulmonary 
stump is removed, and a narrow collar of the ductus 
wall is exposed. This collar is sutured forward and 
backward with a thin silk thread and an atraumatic 
needle. The same procedure is carried out with the 
aortic end of the ductus, and then the two remaining 
clamps are removed. After making sure of the stanch- 
ing of the sutures, Gross places a muscle flap from 
the thoracic wall between the two lines of oblit- 
eration. 
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Which of these three techniques is the best one? 
It is difficult to answer this question by a single word. 
Gross’s operation is a magnificent surgical achieve- 
ment affording security against relapse. But even 
when it is performed by its creator one cannot help 
realizing its magnitude. In older subjects with 
stiffer tissues and more sclerosed vascular walls it is, 
according to Gross, a dangerous operation. The same 
can be said when it is used in cases of viridans strep- 
tococcus arteritis in which the vascular walls may be 
extremely brittle. It seems to the author that the 
real difficulty of Gross’s operation lies not in the 
suture of the vascular stumps, but rather in the dis- 
section of the ductus over a sufficient length to 
enable the placing of the four clamps. 

The author is convinced that for a beginner in this 
type of surgery, resection of a patent ductus arterio- 
sus according to Gross’ technique should be re- 
stricted to very “good risk’”’ patients, i.e., patients 
having a somewhat long fistula. 

The surgeon performing his first operation for 
patent ductus arteriosus should, in the opinion of 
the author, prefer the multiple ligature, at least in 
the case of short ductus, and resort to resection only 
when he has acquired a wide experience in this field. 

Joun J. MAtoney, M.D. 


Surgical Treatment of Persistent Ductus Arterio- 
sus (Traitement chirurgical de la persistance du 
canal artériel). DE VERNEJOUL AND H. MEértros. J. 
chir., Par., 1948, 64: 497. 

The authors present a brief review of the history 
of the surgical treatment of persistent ductus arterio- 
sus from the time of its suggestion by Monroe, in 
1907, its first clinical application by Graybiel, Strie- 
der, and Boyer, in 1937, the first successful operation 
by Gross, in 1938, and the first successful operation 
in a case complicated by endocarditis, by Touroff 
and Tuchmann, in 1940. In the past 8 years we 
have seen chiefly modifications of the technique, 
with preference for section of the duct, since ligation 
was followed frequently by recanalization. The 
chief elements of diagnosis are mentioned, with 
emphasis on the fact that the continuous murmur 
can be considered as a conclusive sign of patent 
duct, only if phonocardiographically demonstrated. 
It is stressed that the incidence of this anomaly is 
greater than has been suspected. Most of the pa- 
tients with this anomaly, if not operated upon, die 
early or succumb later to endocarditis, the average 
age at death being 24 years. Prognosis is especially 
poor in the presence of signs of decompensation. 

The elective age for operation is 3 years. The 
operative mortality is 5 to 10 per cent in noninfected 
cases, and so per cent in infected cases. The details 
of technique as practiced by leading English, Ameri- 
can, and Swedish surgeons are discussed, and the 
criteria for the selection of ligature or section are 
indicated. 

Ligature may be followed by recanalization, and 
may lead to sclerosis involving the recurrent nerve 
and thus cause lasting dysphonia. The wall of_the 
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canal may be fractured and lead to arterial throm- 
bosis by fracture of the intima, or to aneurysm 
desiccans by fracture of the media. The type of the 
canal is also a factor in determining the type of 
treatment. In the case of a large arteriovenous fis- 
tula, section and suture are obligatory. 

The results of ligature and resection in noninfected 
and in infected cases reported by various authors, are 
summarized. Among 734 patients without infection 
there were 37 deaths, and among 141 patients with 
infection there were 17 deaths. Gross considers sec- 
tion of the duct as the only certain method of pre- 
venting recanalization. In adults from 18 to 20 
years of age, section followed by suture is recom- 
mended, whereas in young children, ligature may 
suffice. Postoperative care and the incidence of 
complications during and after operation are dis- 
cussed on the basis of reported cases. 

EpiITtH SCHANCHE Moore. 


The Operative Management of Aortic Coarctation 
(Die operative Behandlung der Isthmusstenose der 
Aorta). Fr. BERNHARD. Chirurg, 1949, 4: 145. 


This article is mostly concerned with the case 
history of a 15 year old male with coarctation of 
the aorta who was successfully operated upon by 
the author. In connection with the case, the author 
presents a discussion of the electrocardiographic 
findings (extrasystoles, lowered ST segments, and 
myocardial damage), the clinical picture (a blood 
pressure of 220/230 Hg of mercury), the roentgeno- 
graphic picture (notching of the ribs where the col- 
lateral circulation develops), photographs of the 
surgically removed coarctation segment; and a well 
integrated review of the literature on the subject of 
coarctation. 

In presenting the technique, the author includes 
a rather clever, side-to-side anastomosis technique 
which might be used in cases in which the aorta is 
more or less angulated at the point of constricture. 

Jane C. MacMittan M.D. 





Fig. 1 (Bernhard). Sketch of side-to-side anastomosis 
between segments proximal and distal to the coarctation. 
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A Case of Aneurysm of the Aorta after Resection for 
Coarctation Cured by Excision. J. R. BLicKMAN. 
Arch. chir. Neerl., 1949, 1: 50. 

The surgical interest in the subject of coarctation 
of the aorta has developed after Crafoord and Nylin 
and Gross published their cases in 1945. Prior to 
that time the interest was mainly from a casuistic 
point of view. 

It appears that rupture of the aortic wall is the 
most frequent cause of death (Abbott), and it seems 
a well established fact that the aortic wall shows 
changes, especially near the site of constriction. Al- 
though most aneurysms have been described proxi- 
mal to the coarctation, the severest changes of the 
aortic wall have been found distally. Recently the 
circumscribed lesion in the aortic wall distal to the 
constriction has been named by Edwards and his 
coworkers at the Mayo Clinic as the “‘jet lesion.” 
On examination of the aortic wall in cases of coarcta- 
tion they found a well defined lesion of the intima 
and media. This they considered to be the result of 
a constant “‘jet”’ of blood being squirted through the 
narrow opening in the constriction, which hit the 
wall and caused a traumatic lesion. 

Several of the aneurysms showed a penetrating 
tendency toward the surrounding tissues. In 5 older 
cases cited by Abbott the aneurysm perforated 
into the pleura, mediastinum, and lung. One of 
these terminated in a fatal pulmonary hemorrhage. 

Leudet, Reifenstein et al. compiled 5 cases of in- 
filtrating aneurysms with open connection with the 
bronchus. In these cases the aneurysm was always 
found distal to the constriction. 

The first case of a primary aneurysm at the site of 
the coarctation which was treated by resection was 
reported in 1948 by Schumacher. Crafoord e al. 
reported 1 case with death after resection caused by 
a false aneurysm; in their opinion death resulted 
from insufficiency of the aortic suture line. 

The author reported this case as an example of the 
complications which may be expected more fre- 
quently as more of this surgery is performed. 

A 20 year old girl was, until 1946, free from com- 
plaints, even in wartime during which she was in a 
Japanese concentration camp. On examination 
blood pressure of 210/110 in the arms and 150/ 
130 in the legs was found. She complained of per- 
sistent headache and dizziness. 

In May, 1947 an operation was performed by 
Crafoord in Stockholm. Resection of approximately 
1.5 cm. of the aorta with end-to-end suture was 
performed. It was not possible to resect the entire 
constricted area, as the aorta was narrowed over a 
distance between 4 and 5 cm. 

Approximately 12 hours after operation a very 
severe hemorrhage occurred in the mediastinum and 
pleura, which was controlled by blood transfusions. 

The diagnosis of aneurysm was made during con- 
valescence. Further steps were not undertaken as no 
progression of the size of the aneurysm was found 
and little or no pulsation was observed. After the 
patient was discharged the general condition was not 
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improved. There was no improvement in the head- 
aches and dizziness. She was practically bedridden 
and only able to move about at home. The blood 
pressure at that time had improved (160/90 in the 
arms, 185/140 in the legs). 

In March, 1948 the patient suffered a severe pul- 
monary hemorrhage and the diagnosis ot aneurysm 
was confirmed. On bronchographic examination it 
appeared that the lung was involved in the process. 

On admission to the surgical department of the 
University Hospital at Amsterdam the well nour- 
ished girl in no acute distress was found to have a 
blood pressure of 190/95 in the arms and 180/130 in 
the legs. On inspection she showed the scar of the 
previous operation on the left side of the thorax. A 
systolic murmur was heard over the heart and 
posteriorly to the left of the spinal column. The 
laboratory findings revealed: the hemoglobin to be 
70 per cent, and the erythrocytes to number 3,790,000. 

On June 18, 1948 an operation was performed by 
Boerema with the assistance of Vermeulen-Cranch, 
anesthetist. The patient was placed in the right 
lateral position and the thoracotomy wound was re- 
opened. There was scarcely any hemorrhage. The 
upper lobe was free. A tumor, the size of an orange, 
was found in the upper lobe. This tumor had in- 
vaded the lung in the hilar region and was situated 
on the descending aorta distal to the left sub- 
clavian artery. Commencing laterally, the aorta 
with its surrounding scar tissue was mobilized. This 
was especially difficult posterior to the aorta where 
adhesions with the vertebral column were very dense. 
It was not possible to free the aorta from the sur- 
rounding scar tissue. Two aortic clamps were placed 
above and below the aneurysm in such a way as 
to include the surrounding scar tissue. As the tumor 
was freed from the lung, rupture occurred. The 
clamps were tightened and bleeding was controlled. 
The aneurysm was opened and found to be filled 
with an old organized and fresh thrombotic mass. 
There was an open communication with the aortic 
lumen by way of a longitudinal slit, about 2 cm. in 
length. This slit was closed by means of a ccntinu- 
ous silk suture. Two flaps from the wall of the 
aneurysm were used to cover the suture over a piece 
of gelatin foam. The clamps were removed. Careful 
closure of the pulmonary lobe defect was done. A 
wide open bronchus, about 4 mm, in diameter, was 
found. This was the perforation of the aneurysm 
in the bronchus and therefore the cause of the pul- 
monary hemorrhages. The opening was sutured. 
The thorax was closed. The postoperative course 
was uneventful. A slight hoarseness in speaking was 
caused by a paralysis of the left vocal cord. It is 
obvious that the recurrent nerve must have been 
caught in the clamp at operation. 

The fact that it was not possible for the author to 
determine exactly the location of the slit makes all 
considerations about the cause highly theoretical. 
He feels fairly certain, however, that this long longi- 
tudinal slit cannot be simply the result of insuffi- 
ciency of the suture line. Whether the tension on the 
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aorta was sufficient to damage a degenerated aorta 
in the wall of the vessel, or whether some mechanical 
trauma in clamping was the causative factor cannot 
be shown. 

Pathological examination of the aneurysmal wall 
showed complete aortic wall structure with fresh 
and organized thrombotic masses. From this the 
author could conclude that in his case a true aneu- 
rysm had formed at or near the site of anastomosis. 

The invasive behavior of the aneurysm was not 
uncommon. The fact, however, that a bronchus was 
found to be wide open after resection of the infil- 
trating part of the aneurysm clearly showed that for 
at least 2 months (date of the first pulmonary hemor- 
rhage) an open communication had existed between 
the aortic lumen and the bronchial tree. 

Recently the patient was re-examined. The gen- 
eral condition had improved considerably. The 
blood pressure readings were the same as on dis- 
charge. Headache, dizziness, and hemorrhages were 
no longer present. 

The article is adequately illustrated. 

Joun E. Krrxpatricx, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Surgical Treatment of Megadolichoesophagus; Es- 
ophagogastrostomy of Necessity or on Princi- 
ple (Chirurgie du megadolichoesophage: esophago- 
gastrostomie de nécessité ou de principe) JEAN 
PaTEL and JEAN-PAuL BINET. Presse med., 1949, 
No. 20: 268. 


The authors attempt to demonstrate whether 
Heller’s cardiotomy as a treatment for megadolicho- 
esophagus deserves the high repute it enjoys in 
France, or the relative disrepute into which it has 
fallen in America. Many writers have found the 
Heller operation satisfactory provided the myotomy 
is sufficiently extensive. Most of these surgeons, 
although not seeking a substitute operation, make 
an accessory unilateral resection on the left side, or a 
bilateral resection of the splanchnic nerves. This 
intervention evidently does not give satisfactory 
results. In America, the two most popular opera- 
tions for this condition have been esophagocardio- 
plasty with successful results in 93 per cent of cases, 
and esophagogastrostomy, which was first suggested 
by Gosset, in 1903. The fact that this operation is 
more time-consuming has little weight under present 
conditions of surgery. Some writers have stipulated 
that in decubitus this procedure facilitates a reflux 
of gastric contents leading eventually to develop- 
ment of peptic ulcer of the esophagus. It would 
seem, therefore, that further statistics will be needed 
to demonstrate the superiority of one or the other 
of these operations. 

The question is then approached as to the proced- 
ure to be followed in the event that a cardiotomy 
with adequate myotomy and supplementary splanch- 
nicectomy has not yielded the desired result. Is 
further surgery justifiable? The authors answer in 
the affirmative, but here again arises the question 
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as to whether an esophagocardioplasty or esophago- 
gastrostomy is the best method. Again, the latter 
operation appears to give the best prospects of suc- 


cess. It remains to select the route of approach— 
abdominal, thoracoabdominal, or thoracic. The au- 
thors give preference to the thoracic approach for a 
secondary operation. 

A case is reported in which abdominal approach 
was attempted but had to be abandoned on account 
of the presence of dense adhesions of the stomach, 
liver, and omentum. The wound was closed and a 
fresh approach was made by the lower thoracic 
route on the left side at the level of the seventh in- 
tercostal space. 

The steps of the operation included division of the 
mediastinal pleura; liberation of the cardia and low- 
er esophagus; incision of the diaphragm to the hia- 
tus; extraction and raising of the greater curvature 
of the stomach through this opening to the site of 
the cardia and esophagus destined for anastomosis; 
union of the segments posteriorly; longitudinal in- 
cision of 6 cm. of the cardia and of the gastric seg- 
ment; anastomosis with interrupted sutures in two 
layers; fixation of the stomach to the margins of the 
diaphragm; introduction of a Pezzer tube into the 
ninth interspace, which is left im situ for 3 or 4 days; 
reinsufflation of the lung and reconstruction of the 
thoracic wall. The operation required 1 hour and 25 
minutes. Oxygen, penicillin, and intravenous fluids 
were administered. Fluids by mouth were permitted 
on the third day, and food on the seventh day. The 
patient made a rapid recovery with a perfect func- 
tional result and an almost immediate gain in weight. 

EpITH SCHANCHE Moore. 


Surgical Treatment of Carcinomas of the Distal 
Three- Quarters of the Thoracic Esophagus and 
the Cardia. J. F. Nusorer. Arch. chir. Neerl., 
1949, I: 14. 

Carcinomas of the esophagus and cardia only be- 
came readily accessible for surgical therapy 10 years 
ago. Although as early as 1913, Torek and Zaayer 
performed resections of the esophagus with success, 
so proving the efficacy of this method of treatment, 
up until 1938 few other surgeons were as fortunate 
in their results. In those cases which were successful, 
the outcome was not as satisfactory as could be 
desired because of the fear of the operators of the 
danger of directly re-establishing the continuity of 
the esophagus, with the result that the proximal 
end was implanted in the neck or chest wall which 
made it impossible for the patient to swallow. Then, 
in 1938, Phemister and Adams stirred a widespread 
interest in this still unexplored field of surgery when 
they published the successful results of their appli- 
cation of Sauerbruch’s technique of intrathoracic 
esophagogastrostomy for cases of cancer of the 
esophagus. Since that date, rapid advances have 


been made and results of operative measures have 
been vastly improved, chiefly because of the work 
of American surgeons: Churchill, Sweet, Garlock and 
others. 


This progress was greatly facilitated by the 
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important changes taking place in the realms of 
anesthesia and by the administration of the effective 
modern antibiotics. Today, the technique of this 
thoracic operation has been standardized and it is 
regularly done in most of the leading surgical centers. 

The author describes his experience with this meth- 
od, as adopted in the treatment of 68 patients with 
carcinoma of the esophagus or cardia, the growth 
being operable in 29 cases. 

The first transthoracic resection with intrathoracic 
esophagogastrostomy in Holland was done at the 
Utrecht University clinic in 1943, and good results 
were obtained. Needless to say, conditions were 
anything but favorable in that country during the 
war; subjection to air-raids made working difficult 
apart from the lack of many drugs, the absence of 
penicillin, and the perforce employment of out-of- 
date methods of administering anesthesia. 

It was only after May, 1947 that full use could be 
made of all the assistance afforded by modern anes- 
thetics and anesthetic technique. The results of the 
whole series will be published, but it seems advisable 
to divide the cases into two groups, namely, those 
treated before, and those treated after, May, 1947. 
Among those in the former group are a few cases in 
which the technique of Torek was followed, but later 
this was completely abandoned. 

The results obtained in the surgery of this field 
are largely dependent on a thorough knowledge of 
the anatomy of the region and the correct applica- 
tion of the principles of physiology to the intra- 
thoracic organs. 

Increasing surgical experience, as contrasted with 
knowledge based purely on the study of postmortem 
material, has revealed a number of facts concerning 
the growth and dissemination of the tumor. At a 
very early stage the cancer perforates the wall of 
the esophagus and infiltrates the surrounding tissues. 

The clinical diagnosis of the carcinoma is usually 
not difficult; increasing difficulty in swallowing, a 
substernal feeling of fullness or pain, vomiting of the 
contents (not acid in character), and the progressive 
loss of body weight, are well marked symptoms 
highly suggestive of an esophageal growth. 

Unfortunately, the patients seldom come into the 
hands of the surgeons at an early stage, usually 
having already endured these symptoms for 6 months 
or so. This lapse of time before consultation may 
well have very tragic consequences for eventually 
when the patient seeks advice the growth often 
proves to be inoperable. Early diagnosis and opera- 
tion are therefore essential for successful results. 
The probable diagnosis can be verified by biopsy, 
and the extent of involvement of the esophageal 
wall can be demonstrated with x-rays, but the ex- 
tramural spread and the dissemination can be as- 
certained only at operation. 

Compared with a growth oi the esophagus, a 
growth of the cardia is more difficult to diagnose and 
may, especially in the beginning, cause great dif- 
ficulty. A skilled radiologist is of great value in fa- 
cilitating the diagnosis, but, if he also is uncertain 
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of the diagnosis, use might have to be made of the 
gastroscope. 

A detailed illustrated description of preoperative 
and postoperative treatment, anesthesia, and the 
general principles of the author’s technique is given. 

The report is concerned only with growths of the 
distal three-quarters of the thoracic esophagus and 
the cardia. 

From September, 1943 to September, 1948, 68 
cases of esophageal carcinoma were treated, 29 by 
radical resection. Of the latter group, 4 (in the peri- 
od before May, 1947) were operated upon following 
the Torek method, and in the remaining 25, resection 
with restoration of the continuity of the alimentary 
canal by primary esophagogastric anastomosis was 
performed. 

The 29 patients radically operated upon were all 
men of an age incidence varying from 36 to 69 years 
and there was 1 woman of 78 years. Two men were 
younger than 40, 5 were between 40 and 50, 11 were 
between 50 and 60, and 11 were older than 60. Of 
these patients 9 died after operation. 

On studying the mortality rate in the different 
age groups, it becomes apparent that the mortality 
rises steeply with increase in age. While no patient 
under 50 was lost, of the 11 patients between 50 
and 60, 3 died (28 per cent), and of the 11 patients 
over 60, 6 died (55 per cent). 

After May, 1947 the mortality rate dropped to 
nought for those under 60 years, and to 20 per cent 
for those over 60. Since over a third of the patients 
with esophageal carcinoma are more than 60 years 
of age, the high mortality rate in this group exerts 
an unfavorable influence upon the total mortality. 

As has been remarked, the results rapidly im- 
proved after employment of a competent anesthetist 
and the acquiring of modern apparatus and auxiliary 
means. Before May, 1947, 8 of the 13 patients op- 
erated upon died, but after May only 1 of 16 died, 
a 67 year old man with a tumor of the third segment 
which had been treated by resection and supra- 
aortic esophagogastric anastomosis. In no case was 
there leakage at the anastomosis. 

This unusual cause of death was perforation of an 
ulcer of the lesser curvature. No evidence of the 
existence of an ulcer was found during operation; 
therefore, in spite of the division of both vagi, an 
ulcer had developed. There was a similar case in a 
man of 47 years in whom resection was performed for 
a carcinoma of the lower end of the esophagus. Two 
and a half years later he started to complain of pain 
in the epigastrium and a roentgenogram revealed a 
deep niche in the lesser curvature of the stomach 
which was partially in the thorax. The patient had 
had no previous symptoms of peptic ulcer, and there 
had been no evidence of such at the first operation. 
On transpleural exposure of the stomach and esopha- 
gus at the second operation, a true peptic ulcer of 
the stomach, which had perforated the diaphragm, 
was found. Recurrence of the tumor was not found. 
After resection of a circular segment of the stomach, 
including the ulcer site and the formation of an 
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end-to-end anastomosis, this patient recovered un- 
eventfully. These cases appear very instructive in 
that they prove that division of the vagi does not 
always prevent the development of peptic ulcer. 

The majority of the patients withstood the opera- 
tion remarkably well and were fit enough to return 
home after 3 weeks. On 2 occasions a touch of 
bronchopneumonia developed in the left lower lobe, 
in 1 patient a superficial wound infection and in 
the first patient operated upon a small localized 
empyema necessitating rib resection. 

It is still too soon after the operations, and the 
number of operations is too small to permit a true 
opinion as to the end result of this method of treat- 
ment. The author is convinced that if the same prin- 
ciples are followed in surgical therapy of carcinoma 
in this region of the body as when it is found else- 
where, i.e., ample excision of the growth and glands, 
there will be sufficient cases of apparent cure after 
from 3 to 5 years to justify continuance of this meth- 
od. Sweet supports this statement and states that 
after 3 years 39 per cent, and after 5 years 37 per 
cent, of his patients were still in good health. 

The author also agrees entirely with Sweet when 
he says that, even if after some time the operation 
proves not to have been radical enough, it still re- 
tains some of its value in the form of an effective 
palliative measure. The fact that most of the pa- 
tients are living relatively comfortably 2 or more 
years after operation without dysphagia justifies the 
performance of the operation, even under these con- 
ditions. The palliative measure of esophagogas- 
trostomy is suggested for inoperable cases. 

Early diagnosis and treatment are vitally impor- 
tant for success in this field of surgery, as is close 
co-operation between the general practitioner, inter- 
nist, endoscopist, and surgeon. 

Joun E. Kirkpatrick, M.D. 


A Case of Carcinosarcoma of the Esophagus. 
ARTHUR PurRpy Stout, GEorGE H. HumpuHREys, 
II, and Louis A. RoTTENBERG. Am.-J. Roentg., 
1949, 61: 461. 


There has been reported a small number of tu- 
mors of the esophagus in which there is a mixture of 
two apparently different cellular components, one 
of them carcinomatous, the other sarcomatous. The 
nature and origin of these tumors are obscure. 

A case is reported of a pedunculated tumor on 
the anterior wall of the lower half of the esophagus, 
in a 46 year old woman. This produced a corre- 
sponding filling defect. The tumor was composed 
in part of a small number of undifferentiated epi- 
thelial elements, most of which were found near 
the base, while the major portion of the growth had 
a sarcomatous aspect, suggesting rhabdomyosar- 
coma. Although limited to the mucosa and sub- 
mucosa, the tumor must have metastasized to the 
superior mediastinal nodes before its removal, al- 
though this was not appreciated at the time of 
operation. When these nodes enlarged, an attempt 
to remove them failed and the persisting growth in 
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the upper mediastinum eventually proved fatal. 
Except for the large recurrent mass which grew 
into the upper part of the esophagus, compressed 
the trachea, and involved the right lower cervical 
and upper mediastinal lymph nodes, no other tumor 
was found at autopsy. SAMUEL Kaan, M. D. 


Thymectomy in the Treatment of Myasthenia 
Gravis: Report Based on 32 Cases. L. M. Eaton, 
O. THERON CLAGETT, C. ALLEN, and Joun R. 
McDonatp. Arch. Neur. Psychiat., Chic., 1949, 
61: 467. 

According to the authors, the pathologists have 
accumulated convincing evidence that there is some 
relationship between myasthenia gravis and the con- 
dition of the thymus gland. 

Proper roentgenologic technique reveals evidence 
of thymic tumor in approximately 15 per cent of 
patients who have myasthenia gravis. Evidence has 
been presented to substantiate the claim that this 
figure closely approximates the true incidence of 
thymic tumor in this disease. 

An analysis of the results obtained in 15 patients 
who had myasthenia gravis and associated thymic 
tumor, and in 17 patients without thymic tumor who 
underwent operation for removal of the thymus 
gland shows that 60 per cent of patients were im- 
proved 4% years to one-half year after operation. 
Although these results are encouraging, they must 
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not be looked on as conclusive evidence that thymec- 
tomy is of value in the treatment of myasthenia 
gravis, since the course of myasthenia gravis cannot 
be predicted with sufficient certainty to make it 
possible to say that remission would not have taken 
place spontaneously in these cases. 

At least, in certain cases in which myasthenia 
gravis is associated with thymic tumor, the tumor is 
present before the onset of the symptoms of myas- 
thenia gravis. . 

On the basis of this study it would seem that roent- 
gen-ray irradiation of the thymus gland may be of 
value in treatment. 

At present, no significant correlation can be made 
between the result obtained and the duration of 
the disease, the length of preoperative treatment 
with neostigmine, or the histologic observations 
made by the authors in a study of the thymic tissue 
removed. 

The problem of determination of whether a thy- 
mus gland removed at operation is or is not hyper- 
plastic is not a static one. Such designations must 
be considered tentative at this time. 

A conclusive opinion as to the value of thymec- 
tomy in myasthenia gravis awaits the careful study 
of a larger number of cases over a longer period, 
and a comparison of the course in this group of pa- 
tients treated surgically with the course of a control 
group receiving medical treatment only. 














ABDOMINAL WALL AND PERITONEUM 


Incidence of Hiatus Hernia and Associated Lesions 
Diagnosed with Roentgen Ray. Ikrvinc B. 
Brick. Arch. Surg., 1949, 58: 419. 


An evaluation of the frequency of hiatus hernia 
diagnosed with roentgen rays was undertaken and at 
the same time the type and frequency of accompany- 
ing lesions were determined. Among 3,448 barium 
studies of the upper gastrointestinal tract there were 
found 308 hernias of the esophageal hiatus, an inci- 
dence of 8.93 per cent. The diagnosis of this lesion 
was second in frequency to duodenal ulcer and more 
than twice as frequent as gastric ulcer or gastric 
carcinoma. In 1 of every 4 cases of hiatus hernia 
associated gastrointestinal lesions were diagnosed, 
which could have been responsible for the clinical 
picture. There were also 5 cases in which an ulcer 
niche or crater was noted within the herniated por- 
tion. 

Clinical study would no doubt reveal that the 
hiatus hernia was a coincidental finding as regards 
the explanation of symptoms in some of these cases. 
On the other hand, the hiatus hernia should not be 
overlooked as a potential source of symptoms be- 
cause another gastrointestinal lesion is present. Some 
of the associated lesions, such as duodenal and je- 
junal diverticula, are usually, but not always, 
thought of as being asymptomatic. There is no easy 
method of determining, in the presence of such com- 
binations, which lesion is productive of the patient’s 
symptoms, since either lesion alone may produce 
them. Observation and careful attention to the 
clinical course under treatment will usually uncover 
the answer to this perplexing problem. 

Joun L. Linpquist, M.D. 


Revascularization Following Experimental Mesen- 
teric Vascular Occlusion. Rupotr J. Norr and 
JoHN WittiaM DEER. Arch. Surg., 1949, 58: 576. 


The authors made preparations for injection of 
the vessels supplying the small intestine in the dog, 
opossum, and man. The injections were carried out 
in some instances with liquid latex and in others with 
India ink. The human specimens were obtained at 
autopsy, while the animals studied were anesthetized 
and the injections were carried on during life. Three 
types of mesenteric vascular interruption were car- 
ried out in each species: (1) ligation and division of 
the intestinal arteries alone to 15 cm. loops; (2) liga- 
tion and division of the intestinal arteries to 15 cm. 
loops plus the arcuate vessels at the extremities of 
these loops; and (3) ligation and division as in (2) 
with the added interruption of all the vasa recta to 
the segment. Injections were made at pressures be- 
tween 100 and 150 mm., to approximate the normal 
arterial pressures. In each type of vascular inter- 
ruption it was found that the injection produced 
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vascular filling in loops about 15 cm. long. In the 
third type of vascular interruption the dog was the 
only animal in which some specimens failed to fill 
completely at the central portion of the deprived 
loops. 

The intramural circulation contains communica- 
tions of three general types: (1) direct cross com- 
munication between the mural trunks; (2) “plexi- 
form” anastomoses in which the adjacent vessels 
break up into fine radicles and then anastomose with 
each other; and (3) arcuate communicating vessels 
which run parallel to the long axis of the intestine to 
connect the adjacent mural vessels along the side of 
the intestine, usually near the antemesenteric border. 
The first type is best seen in the human intestine and 
also in that of the opossum. The dog shows chiefly 
the plexiform type and has direct anastomoses be- 
tween the mural vessels. It is the authors’ impres- 
sion that this situation best explains the poorer fill- 
ing seen in the dog loops injected after mesenteric 
vascular deprivation. 

The authors are convinced that the injection 
method is a convenient one for studying routes 
available for revascularization, since there is suffi- 
cient correlation between survival in animals and 
the ability to inject such loops to justify inferences 
based on the results of injection studies. Since the 
intramural circulation appears to be such an impor- 
tant factor in revascularization, the authors suggest 
that distention is an obvious hazard to revasculari- 
zation. Harotp LaurMan, M.D. 


GASTROINTESTINAL TRACT 


A New Operation for Gastroptosis. ANTON RAABE. 
Acta chir. scand., 1949, 98: 40. 


The author protests the disregard paid in the re- 
cent surgical literature to gastroptosis. The symp- 
toms which the author considers as indications to 
surgery are (1) an x-ray view showing a ptosis with 
the lesser curvature situated at least 0.8 inches be- 
low the umbilical level; (2) considerable emaciation 
due to anorexia; (3) severe constipation due to the 
pronounced bend of the pylorus; and (4) symptoms 
of gastric retention such as distress immediately 
after meals when the patient is standing erect. 

Surgical treatment has never been employed gen- 
erally for this condition because none of the indicated 
methods are satisfactory. The stomach is not a fixed 
organ and it is difficult to find a structure to which 
it can be fixed. The author considers the pancreas 
a conveniently situated organ for such purpose. The 
operation he describes consists of placing four silk 
sutures in the following manner: three silk sutures 
are placed at intervals through the lesser curvature 
and the upper border of the pancreas; a fourth 
suture is placed in the prepyloric portion of the lesser 
curvature and through the round ligament of the 
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liver. When these sutures are tied the stomach is 
pulled up considerably. 

During the last 18 years the author has followed 
74 patients on whom he has performed this opera- 
tion. This group is divided into two categories. In 
the first category, 66 patients are exceedingly well 
pleased with the results. All these patients are ap- 
parently well and can eat all sorts of food without 
symptoms. The majority of them have gained an 
average of 20 pounds in weight, and one patient 
gained 55 pounds. Roentgenographic check-up 
showed a “good” position of the stomach. In the 
second category, the 8 remaining patients are clas- 
sified as ‘neurotic’ by the author. In these patients 
the results have not been good and, in retrospect, 
they are considered poor candidates for surgery. 
The author emphasizes that the operation should 
be undertaken only when the indications are very 
definite. Harotp LaurMANn, M.D. 


The Fate of Patients Following Stomach Operations 
(Das Schicksal des operierten Magens). Fritz 
HEESE. Deut. Gesundheits., 1949, 4: 142. 


The late results of 237 operations on the stomach 
are analyzed and presented in statistical form. 
Questionnaires sent out revealed that 21.5 per cent 
of the patients were dead, 34.6 per cent survived, 
and in 24.0 per cent of the cases the fate was un- 
known; 19.9 per cent of the questionnaires were 
ignored. The material is tabulated in detail and 
summarized in the following table: 


Per 

cent 

(COTTE CoC SE ae ere eRe ae eer er oe 18.2 
Benign Pyloric Stenosis... 66... csc esse se as 36.3 
NON MEMO T iis foo cicada ois satan snloe dois giv Rolain 18.2 
BOSPORUS MUGEN 6 55 on 5 sok bis ke eae wove pialeaie em 9.1 
Penetrating and perforating ulcer.............. 18.2 
ee PER Octet em eg 85.0 
I ee SG stele iam acne + oie Weer eN See ee 15.0 
ANGE UNE BEC Ol GO... cscs csdawacn soecewees 30.4 
ROVE ANE MRO BEBO 5.6.6 6 ois saissin eine asians Gieicceiets 63.6 
RUC reUUATY TIBUOLY 66:55 5-5 cs Ws osimaiaiopinenns carece 36.4 
Operative methods: Gastroenterostomy........ 36.3 
AI a his Shins we emae aren odnalen 6.1 
NNN Noe cs ech mies Sleeve remicie were 18.2 
SOS ee eres eee 18.2 
UNONIE 5. ch ssa oes sa ose ns an Saas eee 21.2 
Conipininte At PMesent.... 6... oo .sssiseseeeeccs 75.6 
No complaints at present... .. ......000600000% 24.4 
MUR CRRA TNCING 6 250g 5 655. 0:015 4 easels duster gee 18.4 
RSASERDERE DE POOBONG 6.55. 5 650: 6:9 6004.6. 600100 wi0s 30.3 
CARCINOMA BUDOIONE 0.66 i0cs os 9.655 500.5% at's 3-3 
TAMER COPURAL CADBORY 5 0.0.5 onc sis ccs sacees 48.5 
Unlimited earning capacity................... $7.6 


Studies of gastric acidity revealed normal values 
in 42.4 per cent of cases, hyperacidity in 27.3 per 
cent, and hypoacidity to achylia in 30.3 per cent. 
Further statistical analysis of the material is pre- 
sented. 

The author concludes that in those patients oper- 
ated upon for gastric carcinoma, only a certain pro- 
longation of life can be anticipated, and hardly any 
permanent cures. Of the remaining patients, in- 
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cluding those with complaints, only a few can be 
classed as unfit for work. Attention is drawn to 
the use of a mathematic statistical method of study 
for avoiding subjective errors of observation. 

Joun L. Linpquist, M.D. 


Regional Hypertrophic Enteritis at the Ileocecal 
Bottleneck; Crohn’s Disease (Entérite régionale 
hypertrophiante localisée au défilé iléo-caecal; mal- 
adie de Crohn). G. BroHEE, L. DAUMERIE, and G. 
RycKAERT. Acta ‘gastroenter. belg., 1949, 12: 158. 


The authors discuss the symptoms, the pathologic 
anatomy, and the treatment of terminal ileitis, and 
report one case of their own observation. 

The disease should be suspected when a patient 
presents a movable, sausage-shaped mass in the right 
iliac fossa, with or without subfebrile temperature, 
and shows any of the following symptoms: attacks 
simulating occlusion of the bowel, acute crises of 
abdominal pain without fever, and abscesses in the 
right iliac fossa or at the cul-de-sac. 

The affection is often mistaken for chronic ap- 
pendicitis, colitis, postoperative bands or adhesions, 
invagination, volvulus, mesenteric thrombosis, or 
intestinal tuberculosis. 

In the majority of cases, only roentgenologic ex- 
amination makes it possible to clinch the diagnosis. 
The findings include hypermotility, spasm of the 
ileocecal sphincter, dilatation of the ileum proxi- 
mally to the affected area (megaileum), moderate to 
extreme narrowing of the lumen (“cord sign’’), rigid- 
ity and irregularity of the intestinal wall, especially 
at its mesenteric aspect which shows indentations, 
spicules, and fissures. 

The pathologic anatomy shows extreme hyper- 
trophy of the muscularis, chronic inflammation of 
the mucosa, small abscesses in the involved area, 
fissures, necroses, and sinuses into neighboring or- 
gans or in the abdominal wall. 

Treatment is surgical only (resection of the af- 
fected part of the ileum). Better results are obtained 
when resection is performed as early as possible in 
order to prevent complicating stenosis or abscess 
formation. WERNER M. Sotmitz, M.D. 


The Development of Deep Duodenal Ulcer (Zur 
Entstehung des tiefen Ulcus duodeni). Victor 
HorFrMANN. Chirurg, 1949, 20: 49. 


In studying many specimens of resected ulcer, the 
author has often found the ulcer process in a condi- 
tion which presented a clue to its evolution. He has 
found histologic evidence of ulceration occurring 
secondarily in a zone of infarction. Opposite to cal- 
lous ulcer of the duodenum he has found an area in 
which the superficial layer of mucosa was preserved, 
but beneath which a process of degeneration in the 
submucosa, muscularis, and serosa was evident. 

Photomicrographs are presented showing a wedge- 
shaped zone of degeneration of the entire thickness 
of the duodenal wall with the point of the wedge 
directed toward the mucosa. The sharply demar- 
cated wedge of degeneration presents the histologic 














picture of an infarct. It cannot be said, however, 
that this infarct is a result of thrombotic closure of 
the vessel, since the broad side of the wedge lies im- 
mediately at the vessel barrier. The author is in- 
clined to consider a functional disturbance of circu- 
lation (such as spasm), or interference as a result of 
arteriovenous anastomoses, as the cause of this de- 
generation. 

Two facts stand out which permit the inference 
that duodenal ulcer is a result of circulatory disturb- 
ance: (1) the definite zone of degeneration beneath 
a preserved superficial layer, and (2) its localization 
to an area predisposed to ulcer. 

Joun L. Linnguist, M.D. 


Treatment of Jejunal Ulcer: A Comparative Follow- 
Up Study. Henry K. Ransom. Arch. Surg., 1949, 
58: 684. 

This study was made on a group of 81 patients 
treated surgically for postoperative jejunal ulcer at 
the University Hospital, Ann Arbor, Michigan, dur- 
ing the past 2 years. Operations performed for 
gastrojejunocolic fistula or for a malfunctioning or 
unnecessary gastroenterostomy opening, as well as 
those for recurrent duodenal ulcer following plastic 
procedures on the pylorus have been excluded in- 
tentionally. 

The previous operation which had failed most 
often in these patients was: (1) gastroenterostomy; 
(2) duodenal exclusion operation; (3) gastric resec- 
tion, which in this series included 3 pylorectomies. 

In the entire series of 81 patients there had been 
106 operations, as listed in the following table. 

No. of 
operations 

Castroenterostomy................2.000005 60 
Devine exclusion. . .............ccccccccces 
GOBEIC TESECHOR. «oo. occ cscs cecceves. 
Closure of acute perforation................ 
Finsterer resection for exclusion. ............ 
BURRMOOIN conic as secs cue e ede ctccceece es 
Excision of gastric ulcer.................... 
Closure of acute perforation and 

gastroenterostomy.................020ee- 
Dismantling of gastroenterostomy mechanism. 
Gastroenterostomy and excision of duodenal 
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Vagotomy (abdominal)..................... 
Plastic to jejunal ulcer..................... 
Jejunojejunostomy........................ 
GHBTPOMI OT os <5 cee ric cee cce estas aces 
Closure of gastrostomy..................... 
OPMNVNIN 56:5 6-90cic Ook alters cos ieee enue ere 
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106 
Among the 9g gastric resections which failed, 2 
small resections which were scarcely more than py- 
lorectomies had been performed; in the remaining 
7, one-half or more of the stomach had been re- 
moved. In these 7 cases the reconstruction had 
been made by the posterior Polya method in 3, the 
anterior Polya method in 1 case, and the posterior 
Hofmeister method in 2 cases, all without entero- 
enterostomy. The exclusion operation of Devine 
was done in 8 instances and Finsterer’s resection for 
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exclusion in 7 additional ones. The total experience 
with exclusion operations at the University Hospital 
may be summarized briefly as follows: Data was 
available on 22 cases of primary duodenal ulcer 
treated by the Finsterer type of resection for ex- 
clusion, 14 similar cases in which the Devine ex- 
clusion method was used, and 29 cases in which 
the Finsterer procedure was modified by “‘exentera- 
tion” of the antral mucosa. The results in these 
three groups are: 

1. Finsterer—7 patients are well, 5 were bene- 
fited, and 10 are in poor condition. 

2. Devine—2 patients are well, 3 were benefited, 
and g are in poor condition. 

3. Finsterer with exenteration—25 patients are 
well, 1 patient was benefited, and 3 are in poor con- 
dition. 

When treating a patient with jejunal ulcer, the 
operator must be governed considerably by the pre- 
vious operative procedure, the condition of the pa- 
tient, the technical difficulties present, and to a 
certain degree by his own preferences. In this series 
of patients there were 6 deaths, 1 of which occurred 
in the dismantling of a gastroenterostomy from 
peritonitis, 1 from intestinal obstruction in a similar 
procedure, 1 from hemorrhage, 1 from peritonitis due 
to the resection, 1 from pancreatitis and peritonitis 
following an antral excision, and 1 from inanition 
due to jejunostomy. 

Of the 75 remaining patients, 52 are alive and 23 
are dead. The causes of death in these 23 were: 


Cases 
RON 5 ek on Chee eRe Ke 9 
Reoperation for recurrence... .... 2... 22s ececeees 5 
Cowonay tiiromihogie...... 5... cn ceccccccwecsces 3 
Me etre coi 2 cae de aeyceescedavas 2 
Hypertension and myocarditis.................... 2 
Cevebral RGmOnrHAge.. «.. 0. ooo ccc cc ci sees sen cs I 
MGR 5k Selanne Se ike oaise wee cade eer ei etaeees I 


This article included a study of vagotomy, which 
was employed in 64 cases with the following results: 
good in 41 (64.1 per cent), fair in 17 (26.5 per cent) 
and poor in 6 (9.4 per cent). 

In the definitive treatment of gastrojejunal ulcer 
following gastroenterostomy, the dismantling oper- 
ations with restoration of the gastrointestinal tract 
to normal have proved unsatisfactory, and there 
would now seem to be few if any indications for 
their use. An adequate gastric resection, on the 
other hand, probably offers the greatest chance of 
cure. When recurrence follows a conventional or 
an exclusion gastrectomy, the status of the original 
resection should be carefully evaluated. If the an- 
trum remains or if the resection was small, a resec- 
tion that is adequate as judged by present day 
standards, is indicated. When recurrence is en- 
countered in patients who already have been sub- 
jected to an acceptable resection, vagotomy affords 
a new and promising mode of treatment, whereas 
formerly, for this group of patients, only total or 
nearly complete gastrectomy remained. 


SAMUEL J. Focetson, M.D. 
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Present Concepts in Ulcerative Colitis. A. W. Mor- 
row. Med. J. Australia, 1949, 1: 403. 

Ulcerative lesions of the large bowel are produced 
by many diseases; the best known are bacillary dys- 
entery, tuberculosis, lymphogranuloma venereum, 
amebiasis, and uremia. However, in many cases, 
no etiologic factor can be determined and the disease 
has been variously named idiopathic ulcerative coli- 
tis, nonspecific ulcerative colitis, or thromboulcera- 
tive colitis. Sir William Wilks is said to have 
described the disease in 1875. The malady may be 
defined as a disease or group of diseases of unknown 
etiology, characterized clinically by diarrhea (bloody 
at some stage), crampy abdominal pain, fever, ano- 
rexia, anemia, asthenia, and weight loss; remissions 
and exacerbations are frequent and unpredictable, 
and during the active phase sigmoidoscopic exami- 
nation usually shows an ulcerated mucosa. 

Under etiology the author discusses the factors of 
infection, allergy, dietary and vitamin deficiency 
states, neurogenic and psychogenic concepts, and 
the enzymatic (lysozyme) theory. There is no one 
primary etiologic factor. Infection plays a large 
part in the clinical manifestations but it probably 
follows some other factor which alters mucosal re- 
sistance. Also local allergy may play a part and 
should be considered in the treatment. Emotional 
disturbances are undoubtedly concerned in exacer- 
bations and relapses, and if they can be shown to 
be the causal factor in the production of excess 
lysozyme, then perhaps the disease may be regarded 
as primarily neurogenic. 

Clinically, the disease has not changed through 
the years, but recently certain manifestations have 
been noted more often. 

Crohn called attention to segmental, regional, 
and right-sided colitis in 1925. He states that in 
this subgroup the process begins in and is common- 
ly limited to, a segment or segments of the proximal 
part of the colon. The characteristic history of the 
disease is a progressive march to the left, until by 
skip lesion or by continuity the whole colon from 
cecum to sigmoid may become interruptedly or con- 
tinuously involved. The local signs and symptoms 
such as bloody diarrhea and straining are less severe, 
but constitutional symptoms such as fever, joint 
pains, and anorexia are more apparent. The con- 
dition is amenable to surgical short-circuiting pro- 
cedures. Sigmoidoscopic examination may reveal a 
normal mucosa. Occasionally the terminal portion 
of the ileum is involved, in which instance the con- 
dition is usually grave. 

It has been commonly believed that the disease 
is inevitably progressive from the rectum to the 
cecum, but evidence has suggested that in the ma- 
jority of patients the disease attacks the colon either 
partially or completely during the initial episode 
and usually remains relatively stationary in distri- 
bution thereafter. 

The extent of involvement as shown roentgeno- 
logically is not correlated directly with the type of 
onset, the duration of symptoms, or the clinical 
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severity of the disease. Roentgenologically, the 
colon may appear normal in a patient with clinical 
evidence of the disease, and occasionally the colon 
appears extensively involved in a patient with mini- 
mal clinical signs. Sigmoidoscopy and stool exami- 
nation are essential in order to determine the patho- 
logical state of the bowel. 

Undoubtedly, severe liver damage occurs in cases 
of extensive ulceration, but the incidence of liver 
disease is probably no higher than in some other 
diseases which cause chronic protein deficiency. 
This systemic effect of the disease should not be 
neglected by the clinician. 

Malignant degeneration is an important compli- 
cation of chronic ulcerative colitis. The incidence 
was 3.2 per cent in 871 cases at the Mayo Clinic 
and 2 per cent in 450 cases at the Lahey Clinic. 
Morrow re-emphasizes Cattell’s point that the inci- 
dence of malignancy is high in children and that it 
may occur in patients who have been in remission 
for years, and in a colon which has been excluded by 
ileostomy. Undoubtedly, malignancy is much more 
frequent in the bowel of a patient with ulcerative 
colitis. 

In treatment, the main objectives have not 
changed; they are control of the symptoms, arrest 
of the inflammatory lesion, and prevention of in- 
validism. There are no specific therapeutic measures. 
Reliance must be placed on palliative and suppor- 
tive measures such as control of diarrhea by opium, 
papaverine, belladonna, bismuth and kaolin; cor- 
rection of malnutrition, blood loss, and protein de- 
pletion; eradication of other foci of infection; and 
attention to the psychogenic factors. In addition 
to the general measures, varying methods are in 
use for the treatment of the inflammatory process 
in the colon. At present a chemotherapeutic and 
antibiotic approach, locally and parenterally, seems 
most successful. If the colon can be put at rest, 
the effect of the therapeutic combination used will 
be enhanced. Ileostomy will do this but it is per- 
manent. The author gives two methods of placing 
the colon at physiologic rest, at least for a short 
period, to assist other therapeutic measures; they 
are total intravenous alimentation and medical 
ileostomy. 

The author reports on 4 patients treated by total 
intravenous feeding, the period extending from‘8 to 
13 days. Various casein digests, glucose, saline so- 
lution and blood transfusions, parenteral liver ex- 
tract, and vitamins were used. The total fluid in- 
take was approximately 3 liters daily. Only sips of 
water were allowed by mouth. Within 48 hours, 
bowel actions ceased in 3 of the 4 patients, the 
fourth having one to two movements a day through- 
out the period. Fever subsided in 2 patients. One 
patient remained in remission after cessation of the 
therapy; the 3 others relapsed when oral feeding 
was started but their general condition was much 
better. The sigmoidoscopic examination showed no 
great improvement, in contrast to the clinical state. 
During this period there was no sensation of thirst, 




















and the colicky abdominal pains ceased. Bowel 
actions occurred if anything additional to sips of 
water was taken by mouth. 

In medical ileostomy the aim is to pass a Miller- 
Abbott tube to the terminal portion of the ileum 
and then to apply continuous suction. By these 
means, small bowel contents are prevented from 
entering the large bowel. Fluids of a high protein, 
high carbohydrate, and high vitamin content are 
given freely by mouth. The purpose is to supply 
adequate nutrition and at the same time to place 
the large bowel at rest. Frequent fluoroscopy is 
necessary to determine the location of the tip of 
the tube. This is sometimes distressing to a serious- 
ly ill patient. Considerable skill and constant at- 
tention are required to keep the tube in position 
and functioning. There is a constant tendency for 
the tube to pass into the colon, which is indicated 
by increase in the frequency of bowel movements or 
diarrhea and abdominal pain. Because of these 
factors the method may have to be abandoned in 
some cases. If position of the tube can be main- 
tained, the results are gratifying. These two methods 
are helpful, and for the acutely ill patient who is 
rapidly deteriorating either method may be life- 
saving. EpwIn W. PassarELL, M.D. 


Ulcerative Colitis: The Ileostomy Life. E. E. Dun- 
top. Med. J. Australia, 1949, 1: 399. 


Experience has shown that ileostomy and colec- 
tomy are the most important surgical procedures 
for the treatment of nonspecific ulcerative colitis. 
Extensive initial operations are contraindicated be- 
cause of the condition of the patients; therefore, 
ileostomy is employed both as a form of treatment 
per se and as a preliminary measure to colectomy. 

In favorable cases, especially when diseased seg- 
ments of bowel can be removed, it may be possible 
to restore alimentary continuity without relapse or 
deterioration. When there is heavy involvement of 
the rectum, especially when extensive perirectal sup- 
puration and fistulas are present, such an artificial 
anus should not be made without consideration of 
the fact that subsequent closure might involve a 
great risk of relapse. Some patients will not regain 
health without complete excision of the colon and 
rectum. In a disease which presents such chronic 
and intractable forms, it may be wise to allow pro- 
longed periods to elapse between the stages of op- 
eration. Good management is of great importance. 

There is a natural prejudice against an artificial 
anus of any type that is shared by doctors and 
patients alike. Some doctors have shrunk from sur- 
gical treatment because of misconceptions of the 
magnitude of the difficulties, dangers, and discom- 
forts of ileostomy drainage. 

The objections to ileostomy are stated as con- 
tinued soiling with fluid feces, disturbances of the 
metabolism and nutrition, digestion of the skin, 
frequency of the formation of abscesses and fistulas, 
and the incidence of strictures of the colon due to 
scarring after operation. 
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The author answers the objections as follows: 

Ileal discharge thickens postoperatively and is 
not as offensive as in colostomy drainage. No last- 
ing disturbance of the metabolism occurs, as evi- 
denced by many clinical observations including those 
in Japanese prison camps. Excoriation and redness 
of the skin are likely to occur if the skin is per- 
mitted to be continually moist, but the contents of 
a healthy ileum will not cause digestion of the tis- 
sues nor failure of wound healing. The author re- 
lates abscess formation and fistulas to errors of op- 
erative technique and particularly to the exteriori- 
zation of the diseased ileum. The scarring must be 
attributed to the severity of the disease itself, be- 
cause in long standing, severe damage with exten- 
sive loss of mucosa scarring is inevitable and stric- 
ture may take place. 

Although the objections are not well grounded, 
ileostomy is an inconvenience. It has not been 
shown that temporary ileostomy will cure the dis- 
ease at any stage and an apparent complete remis- 
sion may be followed by relapse. The author sug- 
gests that the operation is indicated as the initial 
step in surgical treatment (a) when failure of medi- 
cal treatment associated with grave deterioration 
has occurred in fulminating, acute, or chronic cases, 
and (b) when serious complications arise. The au- 
thor uses Bargen’s outline of complications: (a) 
perforation, threatened or present, (b) repeated 
hemorrhages, (c) fistulas and sinuses associated with 
the colon or rectum, (d) stenosis and obstruction 
associated with extensive colitis, (e) polyposis (pseu- 
dopolyposis), and (f) carcinoma of the large bowel. 
The last is not infrequent in long standing ulcera- 
tive colitis with pseudopolypoid changes. 

Preparation for ileostomy in the absence of grave 
emergency consists in the correction of dehydration, 
chloride depletion, anemia, and hypoproteinemia by 
intravenous methods or high caloric, high protein, 
low residue diets and added vitamins. 

For these sick patients, the initial operative pro- 
cedure should be simple and of as short duration as 
possible. The author prefers a double-barrelled 
ileostomy through the right lower rectus for the 
reason that it will usually insure sufficient improve- 
ment for colectomy to be performed in a single 
stage; then the proximal limb of the ileum may be 
transferred to a similar site on the left side where it 
is brought out with the distal stump of colon. 

The author stresses three points of technique as 
follows: 

1. The long exploratory incision should be avoided 
except when there is a special indication, and the 
temptation to examine the friable colon should be 
resisted. The site of the incision is dictated mainly 
by comfort for the patient in wearing an ileostomy 
bag, which necessitates a stoma below the belt line 
away from the anterior superior iliac spine, the um- 
bilicus, and the inguinal fold. 

2. The site is of great importance in avoiding 
subsequent wound suppuration and fistula forma- 
tion because the terminal ileum is frequently in- 
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volved in the disease process. The site selected 
should be at least from 12 to 18 inches from the 
ileocecal junction. 

3. In fixation the selected loop is withdrawn and 
first the mesentery and then the bowel are divided. 
Soft flexible tubes of good internal bore are fixed in 
both limbs in a water-tight fashion. The two limbs 
with the contained tubes are so placed in the wound 
so as to allow a projection of about 1 inch of bowel, 
and the functioning stoma is placed below the other. 
It is necessary only to suture the ileal mesentery to 
the wound incision jwith an interstitial mattress 
suture through all layers of the abdominal wall and 
an avascular area of the mesentery. Abscesses and 
fistulas about the stoma usually arise from needle 
punctures in diseased ileum. 

Postoperatively, the afferent tube is irrigated in 
the operating room to be sure it is open, the bowel 
is covered with vaseline gauze, and the wound is 
not disturbed from 7 to 9 days, when the tubes 
loosen. The skin is healed sufficiently for a bag to 
be applied. Morphine is valuable in the early stages. 
Fluids by mouth are permitted on the day of opera- 
tion, and on the next day a soft, low residue diet 
with ample vitamins is started. This promotes an 
ileal discharge. Hiccup, abdominal pain, distention, 
and vomiting may accompany cessation of the drain- 
age. Obstruction is most often due to roughage in 
the diet and this should be avoided in the first few 
weeks when the exteriorized bowel is edematous. 
Treatment may involve finger dilatation, irrigation 
of the obstructed loop, or Wangensteen suction to 
the ileum. Attention to fluid balance must be 
thorough because the discharge at this stage may 
be from 50 to 60 fluid ounces a day. Skin excoria- 
tion is usual at first, but this passes as the skin be- 
comes inured to irritation; tannic acid jelly may be 
of help. When signs of active colitis and toxicity 
persist, colon lavage may help; occasional good re- 
sults have been noted with sulfaguanidine sus- 
pended in saline solution and with phthalylsulfa- 
thiazole. 

The ileostomy stool following the compensatory 
changes is nonoffensive and alkaline in reaction. 
The stool thickens in a few weeks and is usually 
semiformed by 3 months. When the largest meal 
is in the evening, the discharge is most profuse in 
the early part of the night and there is relatively 
little in the mornings. The bags are usually emp- 
tied from 3 to 6 times daily. Those patients who 
cease to have rectal motions usually prefer to wash 
the colon instead of removing the debris at 1 or 2 
week intervals. The essential features of a suitable 
bag are accurate fit and ease in emptying; it should 
also prevent soiling of the skin. With all types of 
bags, prolapse of the ileum may occur occasionally, 
especially if the patient continues strenuous pursuits. 
A restriction of roughage is essential for a few weeks 
after the operation. The patient soon learns which 
foods cause an unfavorable reaction and most pa- 
tients find no restrictions necessary after a few 
months. 
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The mortality rates are determined largely by 
the condition of the patients prior to operation and 
the range is therefore wide, varying from 3.8 per 
cent to 23 per cent in different series. 

Early treatment by ileostomy is advocated by 
some surgeons before changes in the large bowel be- 
come irreversible so that eventual disconnection of 
the ileostomy may be practical. The author cites 
Lattell’s criteria for closure: complete remission for 
at least 12 months, no ulceration on sigmoidoscopic 
examination, and x-ray evidence that the colon has 
a satisfactory lumen and some flexibility as shown 
by haustral markings. Relapse occurs frequently 
even under these favorable conditions so that closure 
of the ileostomy has only limited application. For 
the type of patient seeking surgical aid at present, 
colectomy is usually advisable, and some types re- 
quire excision of the rectum as well. When the rec- 
tum shows apparent healing after colectomy, ileo- 
rectal or ileosigmoid anastomosis may restore con- 
tinuity. The period of “defunctioning” of the rec- 
tum should be prolonged; restoration of continuity 
by the crushing clamp method is much safer than 
by suture. 

The relief from distressing invalidism experienced 
by most of these patients gives them a cheerful 
mental attitude so that many find it possible to re- 
turn to their normal occupations and to live a full 
life. EpwIN W. PassARELu, M.D. 


Ulcerative Colitis: Clinical Features, Diagnosis, and 
Treatment. GrorFREY A. PENINGTON. Med. J. 
Australia, 1949, 1: 405. 

The initial manifestations of ulcerative colitis are 
usually acute diarrhea, followed by the passing of 
blood-stained mucus in gradually increasing amount, 
mild fever, anorexia, and malaise. In other patients 
the onset is insidious, extending over a period of 
several weeks with the gradual development of un- 
controlled diarrhea and ill health. In some instances, 
there is a history of recurrent attacks of diarrhea and 
normalcy extending over several weeks. A fulmin- 
ating onset may occur. 

The clinical features of ulcerative colitis are read- 
ily understood if the pathology and morbid anatomy 
are considered. There is a gross inflammatory re- 
action in the mucosa with actual destruction result- 
ing in ulceration, which may extend deeply into the 
muscularis and actually cause perforation. The sur- 
viving mucosa is edematous and even inflamed. In- 
filtration of the whole thickness of the intestinal wall 
may be present with thickening, pericolic inflamma- 
tion, adhesions to neighboring viscera, and the for- 
mation of abscesses and fistulas. Remote complica- 
tions due to bacteriemia or toxemia are common. 
Attempts at healing result in fibrosis with stenosis 
and shortening of the'bowel and mesentery. The 
peristalsis is abnormal. Intestinal contents become 
abnormal, and blood, pus, and serous exudate are 
present. The bacterial flora is altered and recognized 
pathogenic organisms are often present. The person- 
ality of the patient is inevitably affected by the na- 

















ture of the illness and the physiologic activity of the 
whole alimentary tract is upset. 

The author directs particular attention to the per- 
sonality, toxemia, nutritional changes, intestinal 
manifestations, and local and remote complications. 
That personality changes occur in these patients is 
undoubted; these changes occur to such a degree that 
there have been protagonists of the psychogenic 
causation of the disease. Immaturity, childishness, 
emotional instability, dependence, sensitiveness, 
over-conscientiousness, fussiness, anxiety, and fear 
of failure, may be present singly or in combination. 
It is obvious that social, economic, or domestic diffi- 
culties cannot fail to have a profound effect on such 
individuals, and aggravation of existent lesions 
would be inevitable in greater or lesser degree. How- 
ever, it remains to be proved that psychogenic fac- 
tors actually cause ulcerative colitis. Many clini- 
cians. of repute have asserted that colon neurosis 
does not progress to ulcerative colitis. 

Toxemia is always present and is manifested in 
intermittent fever, sweats, tachycardia, loss of 
weight, malaise, anorexia, headache, and lesions re- 
mote from the colon, namely, arthritis, ocular dis- 
ease, renal lesions, thrombosis, inflammation of 
serous membranes, and splenomegaly. 

Emaciation may be extreme; it is due not only to 
decreased caloric intake as a result of a poor appetite, 
but to the loss of blood and protein, disordered di- 
gestion, and increased catabolism from toxemia. Too 
often the caloric value of food has been wrongly re- 
duced in order to obtain a diet with no residue. Se- 
vere hypochromic anemia and low serum protein 
content, especially the albumin fraction, are in some 
measure the result of toxemia, but they are aggrava- 
ted by deficient diet and by persistent loss of blood 
and protein from the ulcers. Leucocytosis usually 
indicates the presence of complications. Avita- 
minosis is seen as the result of deficient diet aggra- 
vated by the use of sulfonamides and defective 
absorption from the intestinal mucosa. 

The intestinal manifestations are disordered mo- 
tility, toxemia, defective absorption, abnormal in- 
testinal contents, and exudation from the mucosal 
lesions resulting in loss of appetite and even ano- 
rexia, vague abdominal discomfort, colicky lower 
abdominal pain, and diarrhea with small, liquid, 
offensive stools containing fecal material mixed with 
blood, pus, and varying amounts of mucus. Defeca- 
tion is often painless but anal symptoms result from 
the frequent evacuations, and excoriation, hemor- 
rhoids, and even prolapse of the mucosa may occur. 
Sleep is disturbed; vomiting is uncommon except in 
the fulminating cases, but when present may be well 
nigh uncontrollable. Abdominal tenderness is maximal 
over the course of the colon. The ileum may be felt 
as a firm, tender, cylindrical mass. Rectal exami- 
— provides little useful information, but must be 

one. 

Local complications are the direct result of spread- 
ing of the inflammation, penetration of the mucosal 
ulceration, or of attempts at repair. The mucosa be- 
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tween the ulcers is greatly swollen and may resemble 
polyps, both radiologically and sigmoidoscopically. 
Fibrosis may be present in adjacent areas, and the 
contraction resulting from healing of the ulcers 
causes narrowing of the lumen which is further aug- 
mented by the swollen mucosa, and may produce 
partial obstruction. An apparent stricture may be 
due principally to mucosal swelling, and, with re- 
mission of the disease, the lumen returns to approxi- 
mately its normal diameter. Actual strictures, in 
addition to these pseudostrictures, do occur. 

Pericolic inflammation, adhesions, fixity of the 
colon, shortening of the mesentery and shortening of 
the colon develop in the uncontrolled disease. Ab- 
scess formation and fistulas are the direct result of 
extension from the intestine. 

Carcinoma of the colon in association with ulcer- 
ative colitis is higher in frequency than in the gen- 
eral population. Whether there is any causal rela- 
tionship between these diseases is a matter of con- 
jecture. It is very important to exclude the presence 
of carcinoma in these patients. 

Hemorrhage from the colon is present to some de- 
gree in every case. Ileostomy decreases this tendency, 
but does not obviate it. This is readily understood 
if the pathological picture of the lesions is considered. 
Severe hemorrhage with a fatal result is more likely 
to occur at a late stage of the illness. Hemorrhage 
may actually be the presenting symptom and may 
wrongly be attributed to hemorrhoids. The bleeding 
is in a large measure responsible for the severe hypo- 
chromic anemia found in ulcerative colitis. 

Perforation of the colon and general peritonitis 
occur rather frequently in fulminating cases; perfo- 
rations may be multiple. Ileostomy is part of the 
emergency treatment in such cases. 

The remote complications result chiefly from tox- 
emia and are not particularly characteristic of ulcer- 
ative colitis; polyarthritis is common; the pleura and 
pericardium may be the site of inflammatory re- 
actions; endocarditis occurs. Septicemia may ter- 
minate the illness. Renal lesions producing the 
nephrotic syndrome and splenomegaly are due to 
the toxemia. The presence of hepatic damage may 
be partially responsible for the low blood proteins. 
Thrombophlebitis has occurred even after ileostomy. 
Ileostomy does not obviate the complications al- 
though the local lesions are spared from aggravation. 

The course of the disease varies according to its 
severity and mode of onset. In fulminating illness, 
perforation is a frequent cause of death early in the 
disease. In less severe cases there is great variability 
in the natural history. Spontaneous remissions and 
relapses make assessment of therapy difficult. Fever 
may be very slight in spite of progressive deteriora- 
tion both locally and generally. The complications 
may become the predominant clinical features. Pro- 
longed remission of many years’ duration may simu- 
late cure, but eventual relapse after 10 to 20 years 
shows the unpredictable course of the disease. Ile- 
ostomy and subsequent colectomy appear to be the 
most suitable means of attaining reasonable health 
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in intractable cases—those showing progressive de- 
terioration, lack of response to adequate medical 
treatment, or severe toxemia. 

The diagnosis of ulcerative colitis is made by ex- 
clusion of conditions resembling it and by recogni- 
tion of its specific features. Colon neurosis must be 
excluded; it must be remembered that this may be 
superimposed or may result from an organic lesion. 
Chronic dysentery, protozoal and helminthic infes- 
tations may be difficult to differentiate, but a com- 
petent pathologist can usually provide positive evi- 
dence of the cause. Actinomycosis, tuberculosis, 
lymphogranuloma venereum, Crohn’s disease, carci- 
noma, polyposis, hemorrhoids, diverticulitis, mer- 
curial poisoning, uremia, and thyrotoxicosis can be 
excluded by careful history, thorough physical ex- 
amination, and appropriate investigations. Granu- 
lar proctocolitis (hemorrhagic proctitis) is probably 
the most difficult condition to differentiate from 
early ulcerative colitis. In this stage they may ex- 
actly resemble one another. The only certain 
method of differentiation is in the fact that granular 
proctitis does not progress to frank ulceration, is not 
accompanied by a profound general disturbance, and 
eventually resolves. Recurrences are seen but the 
patient never presents the general clinical picture 
found in ulcerative colitis. 

Among the diagnostic procedures used in disorders 
of the rectum, sigmoidoscopy is the most important 
and should always be performed if digital examina- 
tion shows no contraindication. The clinical history 
must include a social and personal history, occupa- 
tional and environmental history, past and present, 
inquiry regarding dysenteric infection, protozoal or 
helminthic infestations and the administration of 
mercury. 

Macroscopic and microscopic examination of feces 
is made for pus, mucus, and blood; microscopy in- 
volves a search for cells, ova, amoeba, cysts, and 
organisms. Cultures are necessary for pathogenic 
organisms. Frequent blood counts must be made. 
Serum protein levels give an indication of toxemia. 
Agglutination tests are performed if there is in- 
creased temperature, and blood culture may provide 
valuable information. Roentgenography of the colon 
by means of the barium enema is of great value in 
determining the extent of the lesions and in excluding 
carcinoma, polyposis, stricture, etc., but an accurate 
diagnosis of the state of the colon cannot be made 
from the x-ray picture alone. A drastic purge must 
never be given to a patient suspected of having colitis 
prior to this examination because of the real danger 
of precipitating a relapse. The examination alone 
causes some general and local disturbance. A frac- 
tional gastric analysis is of no diagnostic importance, 
but may help in management. Allergy tests should 
be performed if there is any reason to suspect an 
allergic factor. Mantoux, Kahn, or Wassermann tests 
and chest roentgenograms should be routine prac- 
tices. 

Chemotherapy is a means of combating infection 
in the lumen of the bowel and some attempt must be 
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made to destroy organisms actually in the wall. It 
is practically impossible to determine whether the 
organisms are susceptible to sulfonamides or peni- 
cillin, but there is reason to believe that toxemia is 
controlled in some measure by their use. There is 
preference for phthalylsulfathiazole and penicillin 
used simultaneously in full recommended dosage or 
larger. The patient must be kept at rest in bed and 
given sufficient fluids to overcome dehydration. In 
addition, the diet must be carefully arranged to pro- 
vide a high caloric value (3,000 calories or more), 
high protein, high carbohydrate, high vitamin con- 
tent, but little residue. The residue must be soft and 
not mechanically irritating. Vitamin supplements 
are given, especially vitamins A, B, C, and K. In- 
creases in diet must be made gradually and with 
resumption of a more normal diet; care must be 
taken to avoid indigestible substances. Blood trans- 
fusion will correct the anemia; frequent small trans- 
fusions are preferable to infrequent large ones. The 
social, economic, and domestic difficulties must re- 
ceive attention oftentimes by the psychiatrist. 
Symptomatic therapy by use of antispasmodics, sed- 
atives, and adsorbents is necessary for control of 
pain, diarrhea, hiccup, malaise, headache, cramps, 
and disturbed sleep. The only surgical procedure 
that can be effective in affording some rest to the 
damaged colon is ileostomy. The improvement in 
the patient’s general condition after operation is re- 
markable. Operation should not be a last resort in 
treatment of a moribund patient. If there is pro- 
gression of the lesion, continued loss of weight and 
strength, uncontrollable toxemia and a certain diag- 
nosis of ulcerative colitis, ileostomy should be per- 
formed without delay. Colectomy must follow. Only 
if the rectum is not involved is it reasonable to con- 
sider later anastomosis of the ileum and rectum. 
Lesions remote from the colon must be treated as 
necessary, but colectomy is the only sure means of 
obviating such complications. 

Epwin W. PassarELu. M.D. 


Discussion on Hirschsprung’s Disease. T. Twist- 
INGTON Hiccins, F. DoucLas STEPHENS, MARTIN 
BopiaANn, and RicHarD MEYER. Proc. R. Soc. M., 
Lond., 1949, 42: 221. 


In the reported discussion, the authors reach simi- 
lar conclusions on Hirschsprung’s disease. 

Hirschsprung’s disease, or megacolon, may be 
classified as: 

1. Acquired (or “pseudo”’) Hirschsprung’s disease 
in which comparatively simple treatment affords a 
good prognosis. 

2. True Hirschsprung’s disease of a mild type, in 
which the distal segment is relatively short and wide. 
Simple treatment by spinal anesthetics or other con- 
servative measures may give relief, and the prog- 
nosis is relatively good. 

3. True Hirschsprung’s disease of a severe type, 
in which the distal segment is long and narrow. The 
clinical picture is intractable and relentless from 
birth. Treatment by spinal anesthesia and sympa- 

















thectomy does not afford effective relief, and the 
only alternative is surgical resection of the distal 
obstructive segment, upon which it has been learned 
to focus attention rather than on the dilated proxi- 
mal loop of bowel. Removal of the dilated bowel 
will not remove the obstruction and the new proxi- 
mal loop will undergo identical dilatation. It seems 
that the crux of the matter must lie in the distal 
segment in the severe type of the disease, and this 
etiological factor must be removed. 
SAMUEL J. FocEetson, M.D. 


Emetine and Appendicitis (Emetin und Appendi- 
citis). EpuarD Metcuior. Helvet. chir. acta, 1949, 
16: 126. 


The author’s report, from the Chirurgischen Kli- 
nik des Numune Hastanesi, Ankara, is based on the 
experiences of the author in the use of emetine as a 
supportive measure following surgery for acute ap- 
pendicitis when profuse generalized purulent peri- 
tonitis is encountered. The author states that cases 
in which there was a stormy postoperative course 
were controlled quite rapidly when the patient was 
given emetine. Several case histories are presented 
in support of this thesis. It would appear from the 
evidence presented that the administration of this 
drug was followed almost invariably by a remarkable 
diminution in fever, leucocytosis, and other toxic 
manifestations. The drug was used also in a number 
of cases after drainage of an appendiceal abscess. 
No evidence is presented to indicate that these pa- 
tients were afflicted with amebiasis, although this 
possibility is discussed. The favorable effect of eme- 
tine is considered to be due not so much to its bac- 
tericidal action as to the fact that it is “antitoxic.” 

Haroip LaurMan, M.D. 


Volvulus of the Sigmoid Loop (Volvulus del asa 
sigmoidea). ALFREDO PreRIN1. Dia méd., B. Air., 
1949, 21: 526. 


The author reports the results of his observations 
on 11 men and 7 women suffering from volvulus of the 
sigmoid. 

Torsion of the mesosigmoid causes occlusion of the 
corresponding part of the gut, and strangulation of 
the blood vessels and nerves in the mesosigmoid. 
Volvulus occurs with greatest frequency in the 
fourth, fifth, and sixth decades of life. Its predomi- 
nance in the male sex is more apparent than real, be- 
cause in women a spontaneous detorsion is facilitated 
by the wider pelvis. 

A redundant or an abnormally long sigmoid or 
megasigmoid is a predisposing factor. The condition 
may be of a congenital or acquired nature. Congeni- 
tal abnormalities of the mesocolon, such as an un- 
usually large formation, and abnormalities caused 
by mesosigmoiditis, adherences, constipation, diar- 
rhea, exclusive vegetarian diet, or the habitual use of 
— may predispose to a volvulus of the sig- 
moid, 

Among the determining factors, the following 
must be mentioned: sudden contraction of the 
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abdominal wall, brisk movements of the body, hyper- 
peristalsis caused by cathartics or food, and rotation 
of the body transmitted to the distended sigmoid. 

The torsion may be partial (less than 360 degrees) 
or total (360 degrees or more). Acute, chronic, and 
recurrent types may be distinguished. 

Roentgenologic studies and rectosigmoidoscopy 
are indispensable in arriving at a diagnosis of the 
condition. 

Conservative treatment, consisting of enemas ad- 
ministered in the knee-chest position, can be em- 
ployed only in exceptional cases. 

Surgical disengagement of the volvulus, with or 
without sigmoidopexy, does not prevent recurrences 
if a megasigmoid is present. Enteroanastomosis be- 
tween the transverse colon and the sigmoid, or be- 
tween the sigmoid and the cecum, is an unreliable 
method. A one-stage colectomy with an end-to-end 
anastomosis is the method of choice if the patient is 
not very old and his general condition is good; other- 
wise a two-stage colon resection, according to the 
Paul-Mikulicz technique, is recommended by the 
author. The spur is crushed 10 to 15 days after the 
second stage of the operation. 

JosepH K. Narat, M.D. 


Critical and Experimental Studies of Sutures of 
the Colon in Dogs (Etude critique et expérimen- 
tale des sutures coliques chez le chien). D. Grrorta, 
K. PamsBucciaNn, and F. Scospaiu. Acta gastroenter. 
belg., 1949, 12: 81. 

The authors report the histologic findings follow- 
ing sutures of the colon in a series of 45 dogs. The 
animals were divided into three groups. In the 
first group of dogs, total transverse resection and 
end-to-end anastomosis was done. Catgut (No. oo) 
was used for the mucosa, and linen thread for the 
serosa. In the second group, linen was used for 
both layers. In the third group, the same technique 
was applied, but in addition the anus was closed by 
linen sutures for several days in order to test the 
solidity of the sutures in the colon. 

The authors arrive at the following conclusions: 
although the same stages of healing are observed in 
sutures of the colon as in sutures of the stomach and 
duodenum, regeneration is slower and there is more 
likelihood of complications. This is probably due 
to the consistency and the bacterial contamination 
of the feces. 

The fibrinous exudate of the peritoneum follow- 
ing the operation plays an important role in the 
prevention of bacterial invasion from the intestine; 
in addition, it forms a base for the development of 
scar tissue. 

Continuous suture is not inferior to separate 
sutures; however, with separate sutures, a more 
exact fitting of the wound edges is assured. Infec- 
tions and ulcerations are more apt to occur when 
linen is used in place of catgut for the mucosa. 
Voluminous knots should be avoided as they present 
an obstacle to the elimination of the threads. 

WERNER M. Sotmitz, M.D. 
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The Treatment of Carcinoma of the Rectum with 
Special Reference to the Preservation of the 
Sphincter Mechanism. RoBert MAILER. Edin- 
burgh M.J., 1949, 56: 13. 


After reviewing the literature on carcinoma of the 
rectum, the author analyzes 19 cases of carcinoma 
of the rectum observed during the past 3 years. 
These patients were treated by “resection with res- 
toration of continuity.”’ The operations performed 
on these patients were divided into five groups: (1) 
resection and primary anastomosis entirely from 
above, 11 cases; (2) abdominosacral resection with 
anastomosis, 3 cases; (3) abdominosacral mobiliza- 
tion with Hochenegg “‘pull-through,” 3 cases; (4) 
sacral ‘‘cuff’”’ resection with anastomosis, 1 case; 
(5) pre-anal resection and anastomosis, i case. 

In the first group of 11 patients there was one 
death, and all but one (or 9) of the remaining pa- 
tients have remained well to date with perfect 
sphincter control. Groups 2 and 3 comprised 6 
patients, one of whom died; the remaining 5 de- 
veloped fistulas and posterior space infection, and 
convalescence was prolonged. Two of the patients 
had local recurrence within 1 year of the operation 
and in both of these patients sphincter control was 
imperfect. Another patient had necrosis of the lower 
segment of the sigmoid, and 2 more developed se- 
vere stricture at the line of anastomosis. Thus, none 
of the patients in these groups obtained good re- 
sults. The limited number of patients in groups 4 
and 5, and the short period of observation hardly 
permits any significant conclusion from this material. 

SAMUEL J. FoGEtson, M.D. 


Advantages of End-To-End Anastomoses with 
Separate Sutures in Surgery of the Gastro- 
intestinal Tract (Avantages des anastomoses 4 
points séparés terminoterminales en chirurgie diges- 
tive). A. Samain. Acta chir. belg., 1949, No. 1: 25 


The author discusses the advantages of separate 
over continuous suture and of end-to-end over end- 
to-side anastomosis in surgery of the gastrointestinal 
tract. Separate sutures are preferable because, (1) 
by not disturbing the vascularization an optimal 
blood supply is maintained and necroses of the in- 
testinal wall is avoided; (2) by sparing the longi- 
tudinal and transversus muscles normal peristalsis 
is assured, whereas, by continuous suture the motili- 
ty of the smooth muscles may be impeded and may 
lead to postoperative complications; and (3) non- 
absorbable suture material can be used with greater 
safety in separate sutures than in continuous suture. 
If a single linen suture is not tolerated and is elimi- 
nated, no harm is done, whereas, in continuous 
sutures, giving of the suture may lead to disaster. 
The author uses linen thread only in all resections. 

End-to-end anastomosis permits better motility 
and prevents the formation of a cul-de-sac which 
may give rise to stasis and sinuses. Moreover, it is 
simpler from the technical point of view and goes 
farther in restoring the normal anatomic structure 
of the intestine. WERNER M. Sotmitz, M.D. 
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Continuous Suction Drainage. Joun R. Paine. J. 
Am. M. Ass., 1949, 140: 149. 

Internists first developed the duodenal suction 
tube for diagnostic purposes. This work was started 
in the late nineteenth century. In 1921 Levin, of 
New Orleans, developed the smooth-tipped tube 
that could be passed through the nares and tolerated 
for a long period of time by the patient. 

Wangensteen’s contribution was antedated by 
sporadic reports of the use of such tubes for treat- 
ment by Westermann in 1910, Kappis in 1911, 
Kanavel in 1916, and Matas in 1924. 

Ward, of San Francisco, described the use of con- 
tinuous gastric or duodenal suction through a Jutte 
tube in the treatment of general peritonitis, post- 
operative ileus, intestinal obstruction, and acute 
gastric dilatation. 

Wangensteen was not aware of Ward’s work in 
1931. About this time a man entered his ward with 
peritonitis of 42 hours duration from a perforation of 
the stomach. The perforation was closed surgically 
and a catheter inserted through the anterior wall of 
the stomach. The resident and intern were assigned 
the task of keeping the stomach empty if possible, by 
constant suction. By morning they had improvised 
what is known now as “‘a suction set.” This con- 
sisted of the familiar two bottles, connecting tubes, 
with one bottle draining water into a lower one and 
producing a negative pressure in the upper bottle. 

Wangensteen speculated on the use of this prin- 
ciple in the treatment of mechanical bowel obstruc- 
tion and subsequently treated 4 patients with the 
use of a duodenal tube and constant suction. In 3 of 
the 4 cases the results were remarkably good. He 
reported this in December, 1931 at the Western 
Surgical Association in Denver, and then returned to 
make a more thorough clinical study of the principles 
involved. 

The chief significance of Wangensteen’s contribu- 
tion lies in the fact that it marks the beginning of a 
downward trend in the mortality rate of patients 
with intestinal obstruction. The mortality rate which 
had varied from 30 to 50 per cent dropped to about 
15 percent. The advent of the use of continuous in- 
dwelling suction marked the beginning of a new 
chapter in the understanding of the pathologic 
physiology of intestinal obstruction, and in the treat- 
ment of patients with all varieties of this condition. 

FREDERICK C. HOEBEL, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Use of Portacaval Anastomosis in Portal Cirrhosis. 
A. C. Patterson. Arch. Surg., 1949, 58: 590. 


Fourteen patients with portal cirrhosis, present- 
ing either ascites or hemorrhage from esophageal 
varices, were operated on, and an end-to-side portal 
vein inferior vena cava anastomosis was accom- 
plished in 10 cases. In 4 cases anastomosis was not 
feasible for various reasons. There was 1 postop- 
erative death in the series of 10 portacaval anasto- 




















moses as a result of postoperative hemorrhage. All 
patients had been on medical management for pro- 
longed periods. 

On the basis of this series there are 3 operative 
findings that seem to be significant in the prognosti- 
cation of the ultimate result. These are the size of 
the spleen, the height of the pressure in the portal 
vein, and the difference in the degree of pressure 
between the portal vein and the inferior vena cava. 

The results in the group presenting massive hem- 
orrhage from esophageal varices have been partic- 
ularly gratifying, since no subsequent massive hem- 
orrhages have occurred. Assessment of the group 
presenting ascites is more complex, mainly because 
of the multiple factors involved in the production 
of the ascites. In only 1 case was the ascites im- 
mediately controlled after operation. In others 
there was no improvement whatsoever for several 
months and then a gradual decrease of the ascites. 
One fact seems to be developing, that assessment 
of the end result cannot be made immediately. 

Many preoperative and postoperative liver func- 
tion tests have been made in all of these cases. 
These tests show no decrease in the functional 
status of the liver following portacaval anastomosis. 

Joun L. Linnguist, M.D. 


Primary Carcinoma of the Liver: 25 Year Study. 
G. F. Stronc, H. H. Pirrs, and J. G. McPHEE. 
Ann. Int. M., 1949, 30: 791. 


The authors discuss 43 new cases of primary car- 
cinoma of the liver which, when added to the 12 
cases previously reported by them, constitute 55 
cases, i.e., 35 Chinese males, 2 Japanese males, 17 
white males, and 1 white female. The tumors 
consisted of 41 hepatomas and 14 cholangiomas. The 
liver fluke was found in 4 of the Chinese patients. 
The incidence in whites was 0.26 per cent, more than 
double the previous incidence, and the incidence 
among the Chinese was 5.4 per cent. 

Primary carcinoma is one of the most rapidly 
fatal of all malignant neoplasms. It matters little 
whether the tumor is hepatoma or cholangioma as far 
as prognosis is concerued. For orientals, the average 
age at death from hepatoma is 49.5 years, and for 
whites, 66 years; the average age at death from 
cholangiomas is 51.4 years for the former and 59.7 
years for the latter. 

The symptoms of primary carcinoma of the liver 
are those of a rapidly progressive cirrhosis, coupled 
with cachexia, weakness, and weight loss. The 
whole picture of cirrhosis is foreshortened and the 
portal obstruction leads to early ascites. In the 
authors’ patients, pain, anorexia, weakness, and 
dyspnea were prominent symptoms. 

The physical signs were of greater importance in 
diagnosis. The most common sign was ascites (31 
cases), and hepatomegaly was present in 22 cases. 
The liver is enlarged and fixed early in the disease, 
with the result that the right diaphragm is elevated 
and shows diminished respiratory movement. Jaun- 
dice was present in 10 cases. 
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Primary carcinoma of the liver is of two types: (1) 
hepatoma arising from liver cells and (2) cholangioma 
arising from bile duct epithelium. There appears to 
be much greater pleomorphism and polymorphism of 
the cells in the hepatomas. The major distinction 
in the two types is the abortive attempt at bile duct 
formation and the relatively smaller size of the tu- 
mor cells in general in the cholangiomas. There is 
little question as to the relationship of cirrhosis to 
primary cancer of the liver, and some observers ques- 
tion the authenticity of a diagnosis of primary 
cancer of the liver in the absence of cirrhosis. 

Ear O. Latimer, M.D. 


A Case of Gall Bladder Tuberculosis. Gustar 
ELFvING. Ann. chir. gyn. fenn., 1949, 38: 80. 


The author was able to find in the literature re- 
ports of only 25 cases of tuberculosis of the gall 
bladder. He presents the case of a woman 63 years 
of age who had no family history of tuberculosis. 
The patient suddenly became ill before Christmas 
of 1947 with symptoms of intestinal obstruction. At 
this time a small tumor was discovered in the right 
abdomen. The tumor slowly increased in size. The 
liver was enlarged 3 fingers breadth below the costal 
margin. X-ray examination of the chest revealed a 
faint shadow and calcification in the apex of the 
right lung. Gastrointestinal examination revealed 
the tumor to be to the right of the stomach and duo- 
denum and above the hepatic flexure of the colon. 
Pyelography revealed the tumor to be independent 
of the kidney, and the left kidney could not be 
demonstrated. 

A cholecystectomy was performed. The gall blad- 
der was found to be greatly enlarged and inflamed, 
and was filled with small stones. The gall bladder 
wall was 5 m.m. thick. Histologic examination 
demonstrated extensive areas of necrosis in the 
mucosa nearly 1500 in width. In the layer beneath 
the epithelium was a round focus about 1ooop in 
diameter. The core of the necrotic area was full of 
blood and cells that had undergone great degenera- 
tive changes. There were numerous giant cells in 
this area, and an infiltration of small cells and abun- 
dant connective tissue. Apparently tubercle bacilli 
were not demonstrated. 

There is little difference between the symptoms of 
tuberculous cholecystitis and chronic gall bladder 
disease. Obstipation and a slight fever is not un- 
usual. A palpable mass is not uncommon. In one- 
half the cases reported in the literature, gallstones 
were present. With the exception of patients who 
died of miliary tuberculosis, and of one other patient, 
all were middle-aged women. 

Ear O. Latimer, M.D. 


Gall Bladder Disease Among Filipinos, with a Re- 
port on Ascariasis of the Biliary Tract. F. Es- 
QUIVEL and R. I. Atronso. Philippine J. Surg., 
1949, 4: 22. 


The authors analyze the incidence, symptoms, and 
the pathologic findings in 100 cases of gall-bladder 
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disease occurring in Filipino patients treated surgi- 
cally during the first 3 postwar years. The authors 
speculate that a general state of malnutrition in the 
environs of Luzon immediately following the Jap- 
anese surrender might have been a contributing fac- 
tor favoring bile stone formation, since the incidence 
of gall-bladder disease decreased significantly with 
an amelioration of widespread starvation. 

The authors present the remarkable finding of the 
presence of ascaris lumbricoides in 15 of the 100 
cases. No other parasites were found. Two as- 
carides were found in the gall bladder in one case; 
in the remaining cases the worms, varying in num- 
ber from one to eight, were found in the common 
bile duct, frequently in association with calculi. 

In discussing ascariasis of the biliary passages the 
authors point out that there is no other entrance for 
the parasites than through the ampulla of Vater, and 
it is their impression that the worms cannot pene- 
trate a normal sphincter. In cases in which the 
sphincter has been dilated by the passage of a stone, 
it is possible that the ascaris may roam freely to and 
from the duodenum, occasionally becoming en- 
trapped in the upper levels in a milieu unsatisfying 
to its monosaccharide requirements and, as a result, 
vermicidal. The mere presence of the parasites in 
the common duct probably does not produce any 
special symptoms, even of obstruction. However, 
in the remote recesses of the biliary tree the dead 
worms acting as foreign bodies (or because of the 
bacteria they have transported from the duodenum) 
may start inflammatory processes in the bile passages 
or in the liver substance proper. 

Wayne CAMERON, M.D. 


On Acute Pancreatic Affections Following Gastric 
Resections for Ulcer or Cancer, and the Possi- 
bilities of Avoiding them. Erik MiLBourn. Acta 
chir. scand., 1949, 98: 1. 


Acute pancreatic affection (the author avoids the 
term “acute pancreatitis”) and pancreatic fistulas 
are not uncommon postoperative complications of 
gastric resections for ulcer or carcinoma. In a series 
of 147 gastric resections, tests of the postoperative 
urinary diastase by the Wohlgemuth procedure 
showed the presence of involvement pathologically 
of the pancreas in at least 10 per cent of the cases. 
In 6 cases the pancreatic affection was subclinical 
and was manifested only as a transient increased 
diastasuria; in 2 cases moderate clinical symptoms 
were observed; in 5 cases severe symptoms were 
present, and in 2 of these acute pancreatic affection 
was the cause of death. 

The etiology of acute pancreatic affections fol- 
lowing gastric resection is not uniform. Possible 
factors are: (1) mechanical injury to the pancreatic 
tissue from the mildest (such as gentle) traction to 
the mos: severe, entailing breaks in the viscus, (2) 
vascular injuries, particularly those involving the 
superior or inferior pancreaticoduodenal and splenic 
arteries, (3) stagnation of the duodenal contents, 
possibly with regurgitation of bile into the pancre- 
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atic duct system, and (4) spasm of the muscles 
about the pancreatic duct orifices. A fifth factor, 
injury to the pancreatic ducts, is considered par- 
ticularly important by the author. 

The lesser pancreatic duct (Santorini) is especially 
exposed to possible damage during mobilization of 
the duodenum. If the duct of Santorini is the sole 
or main efferent channel of the pancreatic parenchy- 
ma, which it is in about 10 per cent of cases, the con- 
sequences of duct injury or of ligation during duo- 
denal mobilization may prove to be deleterious to 
the patient. : 

It is the author’s contention, therefore, that in 
duodenal ulcers the mobilization always be effected 
with an open duodenal stump in order that the sur- 
geon may definitely determine the position of the 
greater and lesser duodenal papillas by palpation. 
Frequently the lesser papilla may be difficult or im- 
possible to palpate. It is absent in 4 per cent of cases, 
and in spite of this the duct of Santorini may be 
well developed. In such cases care must be taken 
not to detach the duodenum from pancreatic tissue 
nearer than 3 cm. adjacent to the greater papilla, 
especially in a ventral direction where the duct of 
Santorini usually opens into the duodenum. 

When, during an operation, it becomes evident 
that a pancreatic duct has been injured, the type 
of pancreatic duct system (and the implications so 
far as ligation of the duct is concerned) can be de- 
termined by retrograde injection of methylene blue 
into the pancreatic portion of the duct or by the use 
of contrast media and the x-ray. With knowledge of 
the duct anatomy so obtained the measures taken 
by the surgeon in an individual case will be more 
adequate. Wayne Cameron, M.D. 


Indications and Results of Splenectomy. WarrEN 
H. Cote, Leroy WALTER, and Louis R. Limarzi. 
Ann. Surg., 1949, 129: 702. 


The normal spleen contains the largest collection 
of lymphoid tissue in the body, and the bulk of the 
reticuloendothelial cells. It is intimately concerned 
with destruction of the red blood cells (almost one 
trillion per day) and potentially concerned with 
blood formation, although the physiologic mechanism 
involved in these splenic functions is not known. In 
fetal life, the spleen is active in the formation of all 
types of blood cells and can revert to this function 
upon demand at any period of life. In the adult this 
activity is limited to the production of lymphocytes 
and monocytes. By the reticuloendothelium of the 
spleen, the hemoglobin from worn-out erythrocytes 
is converted into bilirubin for passage to the liver. 
Much of the iron in the body is stored in the spleen, 
where it is available for the elaboration of hemo- 
globin and the formation of new red blood cells. The 
spleen, by virtue of its spongy network of pulp ele- 
ments, serves as a controllable blood reservoir. The 
spleen exerts an inhibitory action on the hemopoietic 
function of the bone marrow, as evidenced by the 
almost constant occurrence of thrombocytosis and 
leucocytosis following splenectomy. 

















Most of the abnormal functions of the spleen are 
related to overactivity of one or more of the normal 
functions, thus giving rise to the term “hypersplen- 
ism.” The functions most often becoming abnormal 
or overactive are the inhibiting effect on the bone 
marrow and the increase in fragility of the red blood 
cells. If the inhibition on the bone marrow affects 
platelet formation, thrombocytopenic purpura is 
produced. In hemolytic anemia the fragility of the 
erythrocytes, particularly the spherocyte, is in- 
creased, thus giving rise to sufficient erythrocytic 
destruction to produce anemia and jaundice, the 
latter from increased formation of bilirubin from 
the hemoglobin of destroyed red cells. If the bone 
marrow inhibition is limited to formation of neu- 
trophiles, the disease is known as splenic neutropenia. 
Various combinations of these abnormalities are en- 
countered. When all three are present, the disease 
is designated as panhematocytopenia. In Banti’s 
disease and in Felty’s disease the inhibition of 
granulocytic maturation is also present, although in 
these diseases other abnormal features are encoun- 
tered. The cellular elements of the blood may be 
formed in excess by the spleen. When the white 
cells are involved, one of the types of leucemia will 
result. 

Leucocytosis and thrombocytosis regularly follow 
splenectomy. These changes reach a peak in 6 to 
14 days and then slowly revert to normal. There is 
also a temporary slight increase in the erythrocyte 
count. The platelets may increase from a normal 
figure varying between 200,000 and 400,000 to 
1,500,000. If the increase approaches the last figure 
named, it is desirable to give an anticoagulant such 
as heparin because thrombosis (venous) and emboli 
(pulmonic) are so apt to develop. 

1. Hemolytic jaundice. There are two types of 
hemolytic jaundice, namely, congenital (familial) 
and acquired. Because the results of splenectomy 
in the acquired type are so unsatisfactory, it is es- 
sential to differentiate between these two types. In 
the congenital type, several members of a family 
may be affected and the condition may be traced 
back through several generations. In the average 
case there is little interference with the well-being 
of the patient except for a marked yellow coloration 
of the skin and sclera, and a slight anemia. Symp- 
toms are occasionally not noted until adult life. 
Splenomegaly, jaundice, anemia, microspherocyto- 
sis, and increased fragility of the red cells in hypo- 
tonic salt solution are prominent manifestations of 
congenital familial jaundice. Reticulocytosis and 
increased urobilinogenuria are usually noted. The 
spleen is usually greatly enlarged, and one-half to 
two-thirds of the patients have gallstones. The bone 
marrow study cannot be considered diagnostic. 

In less than 50 per cent of the cases splenectomy 
will cure an acquired hemolytic anemia, but without 
affecting the underlying primary condition, such as 
leucemia, Hodgkin’s disease, etc. 

2. Thrombocytopenic purpura of the primary type 
responds to splenectomy, but the operation is of 
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little or no value in the secondary or symptomatic 
type. Marked enlargement of the spleen speaks 
against primary thrombocytopenic purpura. Bone 
marrow examination is diagnostic and will reveal a 
marked increase in the number of immature mega- 
karyocytes without platelet production. The num- 
ber of megakaryocytes in the bone marrow is such a 
reliable indication of true thrombocytopenic pur- 
pura that it may be used as an index of prognosis 
following splenectomy. 

The authors are convinced that severe hemorrhage 
is a strong indication for immediate operation and 
not a contraindication. Huge quantities of blood 
may be required, and if shock is present intra-arterial 
transfusions may be indicated. 

3. Banti’s disease. The authors believe splenec- 
tomy may have a curative, but most often remedial, 
effect on the disease in early cases. In the advanced 
cases the mortality rate is so high (5 of 13 cases in 
their series) that it overweighs by a large margin 
any benefit produced by splenectomy. 

4. Thrombosis or anomalous obstruction of the splen- 
ic vein. There is controversy as to whether or not 
this is a manifestation of Banti’s disease. The 
authors have no final opinion as to the proper classi- 
fication of this lesion. They are strongly of the 
opinion that splenectomy in the early stages of splen- 
ic vein obstruction should be curative, but equally 
convinced that splenectomy in early Banti’s disease 
will by no means be curative in all cases. 

5. Felty’s disease. Regardless of whether this is a 
separate entity, the authors recommend splenectomy 
in patients falling in the classification. At least 
temporary improvement was observed in 3 of 5 pa- 
tients so classified. 

6. Splenic neutropenia. Resuits of splenectomy 
will be very good if the bone marrow shows a normal 
or increased number of normally developing granu- 
locytes. 

7. Primary splenic panhematocytopenia. This, like 
splenic neutropenia, is a rare disease. It responds 
well to splenectomy. 

8. Rupture of the spleen is, of course, an indication 
for splenectomy. 

9. Cysts, primary tumors and abscesses are fairly 
definite indications for splenectomy. 

The authors mention miscellaneous indications 
for splenectomy, such as Gaucher’s disease, and 
massive resection of the stomach when it simplifies 
the procedure. Ptosis is occasionally an indication, 
as is splenomegaly with symptoms due to malaria, 
but only if the malaria has been eradicated, or to 
eradicate the site of malarial organisms giving rise to 
recurrent attacks. 

Pernicious anemia, Hodgkin’s disease, leucemia, 
and polycythemia are diseases in which splenectomy 
is contraindicated. This is true also for agnogenic 
myeloid metaplasia. Acute enlargement of the spleen 
in certain acute infections is a contraindication for 
splenectomy; also, enlargement due to such para- 
sites, as encountered in trichinosis, filariasis, kala- 
azar, and distomiasis constitute contraindications, 
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although splenectomy in echinococcus disease may 
occasionally be justified. There is no justification 
for splenectomy in patients with metastases of malig- 
nant tumors. 

The authors have adopted an incision that starts 
at the ensiform cartilage, proceeds downward and 
across the rectus muscle and thence laterally, paral- 
lel to the costal margin. The twelfth intercostal 
nerve is preserved and the eleventh is sacrificed. 
They frequently perform a preliminary ligation of 
the splenic artery before proceeding with removal of 
the spleen. The artery can be secured through an 
opening in the gastrohepatic omentum, but they 
prefer to ligate it at the superior border of the pan- 
creas where it is found readily after incision through 
the thin posterior peritoneum. When the artery is 
large, as it will be if the spleen is large, exposure of 
the vessel will be most readily obtained. The fascia 
is closed with nonabsorbable suture material. 

The authors discuss in detail their results from 
splenectomy. Eart O. Latimer, M.D. 


The Value of Splenectomy in Splenomegalies 
Caused by Malaria (La valeur de la splénectomie 
dans les splénomegalies d’origine paludéenne). Ka- 
zim IsMAIL GURKAN and BULENT TarRcan. J. inter- 
nat. chir., Brux., 1949, 9: 77. 


The authors observed a great number of spleno- 
megalies of malarial origin in Turkey, corresponding 
to the high incidence of malaria in this country. 
They differentiate three types: (1) those combined 
with liver cirrhosis, (2) those presenting the syn- 
drome of Banti, and (3) those involving the portal 
circu...' ‘on. 

Ina number of cases, there was no previous history 
of malaria, nor could the plasmodium be isolated 
from the blood. However, typical malaria attacks 
and the presence of the plasmodium in the blood 
after splenectomy proved the malarial origin of the 
splenomegaly in some of these cases. 

The blood picture frequently resembled that of 
Banti’s disease. It showed leucopenia, lymphocy- 
tosis, and anemia. In these cases splenectomy was 
the treatment of choice. The blood picture gradual- 
ly returned to normal. Furthermore, the operation 
exerted a beneficial effect on the liver. Beginning 
cirrhosis was arrested, and the danger of hyper- 
tension in the portal system with all its sequelae was 
removed. Finally, degenerative processes like in- 
fantilism and retarded puberty cleared up after the 
operation. 

However, splenectomy in these cases is not with- 
out great risks and the postoperative mortality is 
high. (No figures were given by the authors). Re- 
traction of the pedicle, excessive venous vasculari- 
zation, and great friabality of the organ make the 
intervention technically difficult. _Thrombophle- 
bitis of the vena lienalis occurred frequently after 
the operation. The average weight of the removed 
spleen was between 1 and 1.5 kgm. 

In the preoperative and postoperative’ manage- 
ment, sulfonamides are strictly contraindicated be- 
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cause of the danger of agranulocytosis. Penicillin 
produces a beneficial effect. Heparin and blood 
transfusions were used frequently. 

WERNER M. Sotmitz, M.D. 


Combined Splenectomy and Portacaval Shunts in 
Portal Hypertension. Louis M. RovusseEtor. J. 
Am. M. Ass., 1949, 140: 282. 


The experience at the Spleen Clinic of the Colum- 
bia Presbyterian Hospital, New York, in 58 cases of 
portal hypertension is presented. The importance of 
the obstructive factor is stressed. The ultimate 
prognosis and selection of the type of surgical ther- 
apy depend on the following factors: (1) the nature 
of the obstructive factor, (2) its location, (3) the 
degree of portal hypertension, and (4) the efficiency 
of the collateral circulation. 

Patients with intrahepatic block, that is, the cir- 
rhotic patients, require the greatest exercise of judg- 
ment in timing before operation is contemplated be- 
cause of their depleted state. In the noncirrhotic 
patients, the anemia associated with the congestive 
splenomegaly or from preceding hematemesis usu- 
ally requires transfusion. 

The author is convinced that splenectomy should 
always form the basic part of every surgical pro- 
cedure, i.e., splenectomy with or without portacaval 
shunt rather than portacaval shunt alone. It is be- 
lieved that the spleen in congestive splenomegaly 
exercises an inhibitory effect on blood formation. 
After splenectomy alone, there is usually a prompt 
rise of the granulocytes and thrombocytes to normal 
or greater levels. The erythrocytic rise is a slower 
process. Furthermore, the enlarged spleen in this 
disease probably carries some 40 per cent of the 
total portal blood flow, and its removal minimizes 
the sudden thrust of a large volume of blood on the 
overburdened esophageal varices. 

With a block in the splenic vein close to the hilum 
of the spleen, splenectomy alone will suffice and a 
recurrence of hematemesis will be rare. When the 
block is at any point in the portal bed closer to the 
liver (that is, from the entry of the inferior mesen- 
teric vein to the liver itself), a more radical opera- 
tion must be considered. Experience has shown that 
in cases with hematemesis in which the block is prox- 
imal to the inferior mesenteric vein, bleeding will 
invariably recur if splenectomy alone is done, and 
the eventual rate of mortality will approach 
100 per cent. 

Practically all of the patients seen in the past 2 
years have been treated by the suture method with 
preservation of the kidney and the use of the larger 
veins in the portal bed. The choice of portacaval 
shunt may be one of two main forms, the splenorenal 
shunts or the portal vein to inferior vena cava anas- 
tomosis. The splenorenal diversion is used in most 
of the cases with an extrahepatic block. The lesion 
in these cases is predominantly in the portal vein, 
which precludes the possibility of the Eck fistula. 
The Eck fistula, if used at all, should be reserved 
principally for patients with cirrhosis. 

















The following outline is a résumé of all the various 
combinations of operations utilized in this series of 
cases: 

1. Splenectomy, left nephrectomy; splenic vein to 
left renal vein 

a. End-to-end, vitallium tube 

b. End-to-end, by suture 

2. Splenectomy, no nephrectomy; splenic vein to 
left renal vein, end-to-side, by suture 

3. No splenectomy (Eck fistula); portal vein to 
inferior vena cava 

a. End-to-side, vitallium tube 
b. End-to-side, by suture 
4. Postsplenectomy 
a. Superior mesenteric vein to inferior vena 
cava, end-to-side, by suture 
b. Inferior mesenteric vein to left renal vein, 
end-to-side, by suture 
c. Splenic vein to inferior vena cava, end-to- 
side, by suture 
d. Inferior mesenteric vein to 
cava, end-to-side by suture 
(1). Splenic vein to left renal vein, end-to-end, 
by tube 
(2). Inferior mesenteric to left renal vein, end- 
to-end, by suture (double shunt at bifur- 
cation to left renal vein) 

The hospital mortality rate in the cases of cir- 
rhosis of the liver was 21.4 per cent and in the non- 
cirrhotic group 12.5 per cent. The long term follow- 
up for the two groups shows a slightly higher death 
rate for the cirrhotic patients. 

The author’s experience is in accord with that of 
Linton who said that a surgeon should not attempt 
splenectomy in a case of portal hypertension with- 
out preparation to do a portacaval shunt, since this 
may be the only opportunity to construct a satis- 
factory shunt. Joun L. Linpguist, M.D. 


inferior vena 


MISCELLANEOUS 


A Study of Penetrating War Wounds of the Abdo- 
men in the Finnish Fighting Forces During the 
War of 1941-1944. E. Tutinen. Ann. chir. gyn. 
fenn., 1949, 38: Supp. 2. 


The warfare in this case was carried on in the north 
of Finland, partly north of the Arctic Circle, for the 
most part in sparsely settled forest districts, and 
distances for transport were therefore comparatively 
long. Weather conditions were poor, with long, cold 
winters and much snow. There was a lack of build- 
ings, lack of space, poor conditions for the care of 
the wounded, and a shortage of trained surgeons; 
in fact, in the words of the author, it can be said that 
“when a small country like Finland is at war with a 
great power there is a lack of everything except 
enemies.” 

The data upon which this report is based is from 
the death certificates, the discharge notices and the 
clinical reports of the surgically treated patients. 
Only those with injuries of intra-abdominal organs 
were included in the statistics, In the Finnish Army, 
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during the war of 1941 to 1944, the patients with 
penetrating abdominal injuries numbered 3,471—an 
incidence of 1.6 per cent of the killed and wounded. 
This figure is lower than that reported from other 
fronts both in this war and in previous wars. 

Of the patients with abdominal wounds, 2,089, or 
60.1 per cent, were operated upon. The mortality 
rate in this group was 66.3 per cent, and if we include 
patients with abdominal injuries who died without 
operative intervention, the mortality is 79.7 per cent. 
Wounds from shell fragments were more common 
than bullet wounds; the mortality from bullet 
wounds was higher, probably because of greater 
velocity of the missile. 

The total operative mortality was 66.3 per cent. 
Wounds of the small bowel had the best prognosis; 
the mortality in these was 58.6 per cent. 

The next most common wounds, in order of their 
frequency, were small and large bowel wounds, 
large intestinal wounds, liver wounds, and stomach 
wounds. The highest mortality occurred in patients 
with wounds of the spleen. In 968, or 46.3 per cent 
of patients with abdominal wounds operated upon, 
there were coexisting injuries. Patients with thoraco- 
abdominal wounds numbered 146 (7.0 per cent), 
and the mortality in these was 80 per cent. There 
were 2 patients with pancreatic injuries and both 
died. A high mortality occurred among patients 
with vascular injuries. 

In wounds of the colon, simple suture gave the 
best results, with a mortality of only 61.6 per cent. 
The mortality following resection of a portion of the 
colon was 79.3 per cent, and following exteriorization 
of a portion of the colon, 90.5 per cent. Exterioriza- 
tion and colostomy were apparently used only in the 
severest wounds. 

The most common cause of death was shock. 
Patients operated upon between 3 and 1o hours 
after being wounded had a lower mortality than 
those who were operated on under 3 and over 10 
hours after being wounded. The apparent reason is 
that in those patients operated upon within 3 hours, 
shock was not recognized or had not become clin- 
ically evident, while in those operated upon after a 
period of ro hours, shock was more profound and 
could not be corrected. Among those patients 
operated upon between 3 and 1o hours the mortal- 
ity was lower, probably because shock had been cor- 
rected preoperatively, during operation, and post- 
operatively. With regard to wounds received in 1944, 
it is also true that when adequate shock treatment 
had been instituted, particularly the adequate use of 
blood and plasma, the mortality rate dropped. During 
the 2 days immediately following operation, 961 pa- 
tients died (69.4 per cent of all postoperative deaths). 
Most of these deaths occurred as the result of shock. 
From the third to the fifth day 170, or 12.3 per cent, 
of the operative patients died. Most of these deaths 
were due to peritonitis with paralytic ileus. 

Of the 705 patients with perforating abdominal 
wounds who had undergone operation, only 184 had 
wounds that healed by primary intention. For this 
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reason the author believes that despite the adminis- 
tration of sulfonamides (they did not have penicil- 
lin), most of these wounds should have been closed 
secondarily. The majority of those patients who 
recovered were fit for military duty of some sort. 
Only 54 were unfit, mainly because of coexisting 
wounds that produced some permanent disability. 
In the light of the statistics presented, the author 
discusses methods of lowering the mortality. These 
include effective shock treatment as the most im- 
portant single item. He believes that shock treat- 
ment should be started immediately at the Battalion 
Aid Station, and carried on before and during opera- 
tion; too extensive operative procedures should be 
avoided; the number of qualified surgeons should be 
increased; colostomy is imperative in rectal injuries 
and exteriorization should be used more frequently 
in colonic injuries; if primary suture of the colon is 
carried out a proximal colostomy should be done. 
Postoperative observation of the fluid balance and 
the treatment of paralytic ileus by Miller Abbott 
tubes is important. FREDERICK C. HoEBEL, M.D. 


Massive Penicillin Therapy of Abdominal Actino- 
mycosis. GitMAN E. SANForD and RicHarRD O. 
BARNES. Surgery, 1949, 25: 711. 


Two patients with severe abdominal actinomycosis 
who had failed to respond to therapy with penicillin 
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in doses of 800,000 units per day plus sulfonamides, 
adequate surgery, and supportive treatment over 
periods of 8 and 9 months, respectively, showed 
dramatic response to massive penicillin therapy. 
The only change in the treatment of these patients 
was that of the administration of massive doses of 
penicillin. 

In 1 case penicillin was administered as a contin- 
uous intravenous drip for 24 hours a day, in a dosage 
of 10,000,000 units per 1,000 c.c. of normal saline 
solution or 5 per cent glucose solution for 7 days, 
which was then reduced to 1 daily intravenous in- 
jection of 10,000,000 units in 1,000 c.c. of saline 
solution plus 500,000 units given intramuscularly 
every 3 hours until the twenty-fourth day. Ten days 
later the daily intravenous injection was discon- 
tinued and the intramuscular injections were reduced 
to 100,000 units every 3 hours. This dosage was 
continued for 4 weeks. The second patient, who 
also had a subphrenic abscess, received a similar 
course of treatment. 

One patient was apparently cured in 63 days 
after an illness of 16 months and the other in 48 days 
after an illness of 9 months. Both patients were 
observed for a year after their discharge but there 
were no signs of recurrence. No toxic effects of mas- 
sive penicillin therapy were noted. 

Joun L. Linngutst, M.D. 














UTERUS 


The Uterine Roentgenogram with Respect to Func- 
tion, with the Exclusion of Malformations 
(Das Réentgenbild des Uterus in Hinblick auf 
seine Function—unter Ausschluss der Missbildun- 
gen). E. Paitipp. Geburtsh. & Frauenh., 1949, 9: 
I5I. 

The author attempts to draw conclusions with 
respect to labor and delivery from roentgenographic 
and hysterographic studies. Various deviations from 
normal are discussed. The author states that the 
hypoplastic uterus with a triangular uterine cavity 
is to be differentiated from the “‘transitional type” 
which: is characterized roentgenographically by a 
uterine cavity which is triangular, but with pointed 
angles. The former type of uterus affords a better 
prognosis with respect to labor and delivery than 
does the latter. 

The author also discusses cervical changes which 
are visible roentgenographically, in addition to acute 
pathologic anteflexion and an enlarged uterine cavi- 
ty. Since only one each of these conditions was ob- 
served, he draws no definite conclusions. 

WarrkEN R. Lanc, M.D. 


Clinical Classification of Carcinoma of the Endo- 
metrium (La clasificacién clinica del carcinoma del 
endometrio). ANDRES Rriesco U. Bol. Soc. chilena 
obst. gin., 1948, 13: 378. 


An analysis of 49 cases of carcinoma of the endo- 
metrium observed at the National Institute of Ra- 
dium during the period from November, 1930 to 
January, 1944 shows that data pertaining to the 
size of the uterus found at bimanual examination is 
recorded in only 25 cases and that the terms used 
are “normal size,” “slight increase,” “increased,” and 
“increased in size.” In addition, it is impossible to 
evaluate the late results of treatment since 11 of the 
25 patients did not return for follow-up examina- 
tions. Data on hysterometry are given in only 15 
cases. Data on partial or total infiltration of one or 
both parametria are available in 17 patients and, 
for one reason or another, none of the patients can 
be regarded as cured. All of these factors indicate 
that up until now, no clinical classification of pa- 
tients with carcinoma of the endometrium has been 
followed in this country (Chile), and that the statis- 
tics do not provide the necessary data to place these 
patients (retrospectively) in one of the known classi- 
fications. Therefore, the author proposes a classifi- 
cation that is precise and can be easily used after a 
methodical gynecologic examination has been made. 
It is based on the observations of Healy and Brown 
and has been adapted and modified for classification 
by Norman Miller; in addition, the condition of the 
parametria has been taken into consideration. It is 
not claimed that this classification is a perfect one, 
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but it will serve as a starting point in the orientation 
of this basic aspect of the neoplasm in question. 

With this classification the patients are divided 
into four grades (I to IV) in which, respectively: 
(1) the parametria is free, (2) is free, (3) one or both 
is partially infiltrated, (4) one or both is totally in- 
filtrated; (1) hysterometry shows 7 cm. or less, (2) 
from 8 to 11 cm., (3) from 12 to 14 cm., and (4) 
more than 14 cm.; (1) the size of the uterine body 
is small or normal, (2) corresponding to a pregnancy 
of from 1% to 2 months, (3) 2% to 3 months, and 
(4) more than 3 months; (1) metastasis or cachexia is 
absent, (2) metastasis or cachexia is absent, (3) vagi- 
nal metastasis is present, and (4) distal metastasis 
or cachexia (or both) is present. 

Since hysterometry and the size of the uterine 
body may be modified by the coexistence of fibro- 
myoma, the important symptom for this classifica- 
tion will be the condition of the parametria, whether 
there is a fibromyoma or not, that is, provided there 
is no distal metastasis or cachexia which would place 
the patient automatically in grade IV. If there is no 
parametrial infiltration, hysterometry will be the 
decisive sign for the classification. Finally, the size 
of the uterine body, as found by bimanual examina- 
tion, and as compared to the size of the pregnant 
uterus, will determine the grade of the classification, 
always provided there is no parametrial infiltration 
and that hysterometry cannot be performed. 

RICHARD KeEMEL, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Remarks on the Pathologic Physiology of Endome- 
trioses on the Occasion of 3 Observations of 
Endometriosis of the Posterior Vaginal Vault 
(Remarques sur la physiologie pathologique des en- 
dométrioses, 4 propos de trois observations d’en- 
dométriose du cul-de-sac postérieur du vagin). P. 
Mocgquot and R. Musset. Gyn. obst., Par., 1949, 
48: 135. 

Like the uterus itself, an endometriosis reacting 
to the ovarian hormones undergoes all the changes 
of the sexual life and of the periodic genital cycle of 
the woman and is found only in women with sexual 
activity. It undergoes a decidual transformation 
during pregnancy. All this shows that typically, in 
the more evoluted and more active forms, the endo- 
metriosis is closely subjected to the influence of the 
sexual hormones. On the other hand, there is no 


-doubt that many endometrioses, after a more or less 


prolonged period of serious functional disturbances, 
remain or become completely refractory to sexual 
hormone stimulation, and that during pregnancy, 
despite a considerable hormonal overload, the trans- 
formation of the endometriosis is not at all inevitable. 
The authors have studied 3 cases in which the endo- 
metriosis (being present in the posterior vaginal for- 
nix) was easily accéssible to biopsy. 
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In the first case an endometriosis of the recto- 
vaginal wall and of the ovary, having caused acute 
intraperitoneal hemorrhage, intense dysmenorrhea, 
and serious vaginal hemorrhages during a first preg- 
nancy, regressed secondarily to the point of becom- 
ing completely inactive and evoluting without induc- 


ing the slightest functional disturbance. In the 
second case the endometriosis was completely sta- 
bilized and nonresponsive, and its development must 
have dated back several years, probably to the ap- 
pearance of dysmenorrhea 15 years previously; a 
pregnancy 6 years before may also have had a favor- 
able influence on its regression. In the third case 
the endometriosis was active for 2 years and then 
underwent marked regression, first under the influ- 
ence of male hormone therapy, then spontaneously. 
The summary of a fourth case reported by another 
author shows the favorable role of pregnancy in the 
cure of endometriosis. All of this raises the question 
of the process by which clinical cure supervenes in a 
number of patients with endometrioses, as reported 
in the literature and confirmed by the present cases. 
The answers to this problem are still hypothetical 
and none of the theories is really demonstrative. 
The treatment of endometriosis is a subject of 
controversy. Some authors recommend surgical 
castration, which is an infallible means of cure; 
roentgen castration has the same effect. Others ex- 
tol the advantages of conservative surgical treat- 
ment which gives excellent clinical cures and often 
allows the occurrence and complete evolution of preg- 
nancy and, in any case, avoids the disagreeable dis- 
turbances of castration; the final recourse offered 
by roentgen therapy in case of recurrence constitutes 
an argument in favor of conservative treatment. 
Moulonguet believes to have found the solution in 
the use of testosterone, which represents a real ad- 
vance in treatment. Without using the high doses 
recommended by this author, it is often possible to 
stabilize an evolutive endometriosis and to gain time 
during which it will become older and less and less 
receptive to the action of hormone. However, in 
cases of failure of this treatment, of great swelling, 
of obstruction of the uterine horns causing sterility, 
or of incidentally discovered endometriosis during 
laparotomy for other disease, the authors believe 
that conservative surgical treatment is justified, 
which aims at removing the anatomically and func- 
tionally most important endometrial localizations, 
while deliberately abandoning the small ones that 
are thought to be inactive, and the removal of which 
would implicate a sacrifice of organs that is not justi- 


fied by the benignity and especially the transitory 


nature of the disorder. RicHARD KEMEL, M.D. 
Late Results of Revoltella’s Anterior Hysteroendo- 
ligamentopexy (Risultati a distanza dell’opera- 
zione di isteroendolegamentopessi anteriore secondo 
Revoltella). Piero Spanio. Riv. ital. gin., 1940, 
32:57. 
Of 97 patients who had been subjected to this 
operation from 2 to more than 5 years previously, 
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and on whom reliable data had been obtained, 73 
patients had had uncomplicated, and 24 had had 
complicated retroflexion before operation. In the 
first group, 38 (52 per cent) had had no menstrual 
disturbances before operation and 67 (91.7 per cent) 
had none after operation. In the second group, 11 
patients had had marked menstrual disturbances 
before operation; in 5 of these the condition disap- 
peared after operation, and in 6 the condition re- 
mained unchanged or was slightly ameliorated. Al- 
together, menstryal disturbances were present in 
47.4 per cent of the patients before operation. 
These disorders recurred in 12.3 per cent, leaving 
87.6 per cent with normal menstruations after the 
intervention. 

Leucorrhea of varying degree was present in 51 
per cent of the patients preoperatively, and was 
found in 30 per cent postoperatively; 82 patients 
had lumbopelvic pain before operation and 32 con- 
tinued to have pain after operation, but it was slight 
or diminished in 13 of these; the percentage of pa- 
tients with pain of any degree was reduced from 
84.4 to 35 per cent. Disturbances of micturition 
found in 6 patients disappeared after operation. 

The uterus was found to be in normal position in 
93 patients, and the retroflexion had recurred in 4 
patients, but in at least 3 of these recurrence could 
not be attributed to the technique used. Consequent- 
ly, with this operation the danger of recurrence is 
practically nil. 

Of the 97 patients operated upon, 34 (35 per 
cent) became pregnant, 3 of them twice; in 28 
patients, pregnancy reached term and ended in 
normal labor and in a physiologic puerperium; in 4 
patients pregnancy was interrupted before term; 5 
patients were in labor at the time of this report and 
followed a regular course; 16 patients were sterile 
before operation, 12 of these remained so after 
operation, and 4 became pregnant; 4 patients who 
before operation had had repeated abortions be- 
came mothers. All the pregnancies which reached 
term left the uterus in normal position. 

Revoltella’s method is rarely contraindicated; it 
is inadvisable to use it in cases of marked hypoplasia 
of the uterus, or in a pregnant uterus, even in the 
beginning. It can be used with certainty of success 
in simple or complicated retroflexion, especially in 
cases in which the condition has resulted from in- 
flammatory processes, and it is the method of choice 
in all cases of retroflexion associated with uterine 
prolapse, in which a large part of the subjective 
symptoms are due more to the degree of prolapse 
than to the retroflexion. RIcHARD KEMEL, M.D. 


EXTERNAL GENITALIA 


Bowen’s Disease of the Vulva (Maladie de Bowen a 
localisation vulvaire). P. BurcEr. Rev. fr. gyn. 
obst., 1949, 44: II. 


A woman of 65 years, who had previously had good 
health with three deliveries and two abortions, and 
a normal menopause at 50 years of age, complained 














of pruritus of the anterior portion of the vulva which 
had persisted for 6 months. The pruritus developed 
after each micturition almost like a paroxysmal at- 
tack, persisted for a time, and then diminished or 
even subsided altogether until the next micturition. 
Recently she had observed slight traces of blood on 
her linen, and this caused her to seek medical advice. 

A general examination and examination of the 
urine yielded negative results. Examination of the 
clitoris and of the adjacent portion of the labia mi- 
nora for 14% cm. revealed a swelling resembling 
a strawberry, of a reddish brown color, and partly 
covered with fine whitish pellicles and partly with 
superficial excoriations. Palpation gave the impres- 
sion of a chronic edema, a little firmer at the base, 
but otherwise of a fairly even consistency and not 
especially hard. Neither the glands nor other genital 
organs were involved. An epithelioma of the clitoris 
was suspected, but the lack of induration, deep in- 
filtration, ulceration, and adenopathy after a dura- 
tion of 6 months seemed to refute such a diagnosis. 
A wide excision was done including a large part of 
the labia majora, the clitoris, and all of the labia 
minora. Histologic examination revealed Bowen’s 
disease. The lesion was considered precancerous, or 
perhaps an epithelioma in a localized stage. Heal- 
ing occurred by primary intention and re-examina- 
tion 3 months later revealed perfect cicatrization. 

The lesions of Bowen’s disease may run an appar- 
ently benign course for a long time; even for years, 
but sooner or later a sudden malignant transforma- 
tion takes place, either with invasion of the adjacent 
tissues and lymph glands with rapid metastasis to 
other organs, or with ulceration and deep penetra- 
tion but no invasion of the lymph glands, and thus 
it remains localized. 

When cancer supervenes, it is usually of the 
spinocellular type, but some forms more like the 
basocellular cancer have been described. Mucosal 
involvement usually differs from the cutaneous 
lesions and the course, although slow, is more rapid 
than that of the cutaneous lesions, and is very often 
accompanied by attacks of pruritus following irri- 
tation of any kind. Bowen’s disease of the mucosa 
and erythroplasia are synonymous. Diagnosis is 
made by biopsy and microscopic examination, to 
differentiate it from tertiary syphilis, psoriasis, 
psoriasiform affections, lupus erythematosus, and 
senile keratosis. Opinions differ as to the frequency 
of malignant degeneration, which is usually more 
common in the mucosal type of the disease. His- 
tologically, some regard the lesion as precancerous, 
others as cancerous from the start. Treatment con- 
sists in excision, electrocoagulation, or roentgen or 
radium therapy. EpitH ScHANCHE Moore. 


MISCELLANEOUS 


Culdoscopy. ALBERT DECKER. J. Am. M. Ass., 1949, 
140: 378. 

With the patient in the knee-chest position, the 

rectovaginal pouch may be punctured with a needle 
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or trochar by a technique that is simple and safe. 
Endoscopic visualization of the female pelvis was 
attempted in 77 cases in which the diagnosis made 
by other means was indefinite or doubtful. The 
examination was successful and of diagnostic value 
in 88.3 per cent of the cases selected. The puncture 
was unsuccessful in 9, or 11.7 per cent, of the cases. 
When the puncture was possible, detailed informa- 
tion was obtained concerning the disease present. 

The procedure was particularly useful in disclos- 
ing 2 cases of tuberculosis, 4 cases of endometriosis, 
and 1 case each of adenomyosis and ovarian neo- 
plasm. 

The culdoscopic diagnosis was verified at opera- 
tion or by subsequent events in all cases. On oc- 
casions exploratory laparotomy in suspected surgical 
emergencies was avoided. A more prompt diagnosis 
has in some instances resulted in the reduction of 
days of hospitalization and in the number of clinic 
visits. The procedure has been useful in the solution 
of problems of menstrual abnormality. In 13 se- 
lected infertility problems, detailed information was 
gained concerning the condition of the tubes and 
ovaries. 

There were no serious complications or accidents 
in these cases. Culdoscopic visualization is a useful 
and harmless diagnostic procedure that allows a 
prompt and positive diagnosis in a large variety of 
gynecologic problems not readily diagnosed by the 
usual methods. CHARLES Baron, M.D. 


The Effects of Various Estrogenic Preparations. 
Changes in the Vaginal Mucosa and General 
Status of Climacteric Women Following the 
Injection of Aqueous Suspensions of Estrone 
and Estradiol. MitpreEp VocEL, THomas H. 
McGavack, and JosepH MELLow. Am. J. Obst., 
1949, 57: 682. 


The standardization of estrogenic material for use 
in human beings and the necessary dosage to yield 
clinical therapeutic results are problems of no mean 
proportion. 

The preparations used in this study were aqueous 
suspensions containing 2 mgm. of estrone and 0.5 
mgm. of estradiol administered in 1 c.c. and 2 c.c. 
doses, respectively. Twenty-three women with cli- 
macteric symptoms were the subjects of this study. 
Following a control period, injections were given at 
3 week intervals. Vaginal smears were utilized to 
obtain objective evidence, and this was correlated 
with the patient’s subjective response. 

The injection of estrone was followed by some 
degree of follicular stimulation of the vaginal epithe- 
lium in 69 per cent of the test subjects. The average 
“lag-time” following the injection of 2 mgm. of 
estrone was 120 hours; 4 mgm. of estrone, ror hours; 
0.5 mgm. of estradiol, 99 hours; and 1 mgm. of 
estradiol, 91 hours. Estrogenic effects on the vaginal 
mucosa due to the injection of 2 mgm. of estrone 
lasted 120 hours; 4 mgm. of estrone, 110 hours; 0.5 
mgm. of estradiol, 99 hours; and 1 mgm. of estradiol, 
gt hours. 
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The height of the estrogenic response in the vagi- 
nal mucous membrane varied widely and could not 
be correlated with the amount of hormone admin- 
istered. 

Symptomatic relief from climacteric symptoms 
was experienced by 21 of the 23 women. A cumula- 
tive action could be demonstrated as a result of 
repeated injections. The relief of subjective symp- 
toms could not be correlated with the objective re- 
sponse as shown by the vaginal smear examination. 

Joun R. Wotrr, M.D. 


The Genitocolitic Syndrome (Sindrome genito-coli- 


tica). CARLO VERCESI. Ann. ostet. gin., 1949, 71:3. 


On becoming director of the Obstetric and Gyne- 
cologic Clinic of the University of Milan, Italy, the 
author spoke on the rehabilitation of women with 
so-called colitis, which he maintains has its origin 
in gynecologic disorders. The chief primary cause 
of this syndrome is genital tuberculosis in the young 
female. Later, tuberculosis heals, or at least be- 
comes quiescent. In the colitic cases the left side 
is usually the part involved. 

The patient is generally slender in build, poorly 
nourished, and more or less anemic. The symp- 
toms are usually periods of constipation alternating 
with those of diarrhea, abdominal distention, dys- 
peptic symptoms, and pains; the pains are reflected 
toward the anus (dyschesia) and upward along the 
sigmoid and descending colon, to reach on occasion 
as far as the epigastrium. On examination the 
uterus is found to be poorly developed, more or 
less retroverted, and pulled to the left. There are 
indurative changes in the left broad ligament, es- 
pecially near the upper peritoneal surface. Perhaps 
a hydrosalpinx is present. The entire side of the 
pelvis is more or less fixed and painful to palpation. 

The medical man, despite the history of dys- 
menortrhea, relative sterility, and evident aggrava- 
tion of symptoms after marriage and during the 
menstrual periods, frequently continues to treat the 
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condition as a simple colitis (diet, spa-treatment, 

vitamins) without thinking to refer the patient to 

a gynecologist for examination, and for the possible 

— of therapy directed at the gynecologic con- 
ition. 

The therapy employed by the author in milder 
cases has frequently been limited to the simpler 
medical gynecologic procedures (medicated douches, 
hot applications to the lower abdomen, opotherapy 
aimed at promoting a proper uterine development). 
In the more severe conditions operation has at 
times been necessary. The uterus is brought back 
to its normal midline position by a right-sided 
anterofixation (Alfieri method), the worst adhesions 
and indurative processes perhaps excised, and cor- 
rective surgery, when indicated, performed on the 
tube. Of course, the left adnexa may have to be 
partially or completely removed. 

The author’s experience with these therapeutic 
measures has now extended to 35 cases. Eighteen 
of the patients exhibited a mild condition and were 
treated medically. All of them received decisive 
and permanent benefit. Some of the patients were 
married and, although denied the privilege of 
motherhood, the married state did not produce a 
recurrence or even an aggravation of the condition. 
Eleven women presented advanced conditions of 
both the gynecologic and colonic regions but re- 
fused operation, or operation was contraindicated 
for some reason. These patients did not receive 
any considerable benefits from either the usual 
medical colitic or gynecologic methods of treatment. 
Six of them were subjected to operation and all 
received pronounced benefit from the procedure. 
Two of those treated by centralization of the uterus 
and by excision of the left tube and ovary later be- 
came pregnant. In one of these abortion occurred; 
in the other there was successful delivery of a living 
male child at full term. This child is now in school 
and is in very good health. 

Joun W. BRENNAN, M.D. 














PREGNANCY AND ITS COMPLICATIONS 


The Diagnosis of Tubal Pregnancy (Zur Diagnose der 
Tubargraviditaet). A. W. ScHWENZER. Geburtsh. 
und Frauenh., 1949, 9: 336. 


The author discusses the difficulties in the diag- 
nosis of extrauterine pregnancy. Twelve cases are 
described in detail in which the diagnosis had either 
been missed altogether, or could be ascertained only 
after a longer period of clinica] observation. 

The value and limitations of the Aschheim-Zon- 
dek reaction and of aspiration of the cul-de-sac are 
discussed. WERNER M. Sotmitz, M.D. 


Diabetes Insipidus and Pregnancy (Diabete insipido 
e gravidanza). Piero STRADELLA. Ann. ostet. gin., 
1939, 71: 9o. 


Two examples of the rare complication of dia- 
betes insipidus in the pregnant state are added by 
the author to the 57 already reported. Of the 57 
patients with typical symptoms of polyuria and poly- 
dypsia during the pregnant period, only 22 devel- 
oped the condition during the pregnancy itself. It 
is consequently only in these 22 cases that it might 
be hypothecated that the pregnant state was the 
cause of the polyuria. In all of these pregnant 
women the polyuria and polydypsia disappeared 
during the puerperium. 

That the author’s 2 cases were instances of true 
diabetes insipidus—although the polyuria was never 
excessive—was indicated by the constant alkalinity 
of the urine, and the results of the Veit test for salt 
tolerance. This test was given in one patient by 
the typical Veit technique, consisting of the oral ad- 
ministration of 20 gm. of salt in 500 c.c. of water; 
in the other patient the test was the same with the 
exception that only 10 gm. of salt were given. Both 
of the patients reacted typically for primary poly- 
uria, or true diabetes insipidus, by an aggravation 
of the polyuria and increase in the chlorides of the 
urine, but with no change in the normochloremia 
of the first patient, nor in the hypochloremia of the 
second. Therefore, in true diabetes insipidus the 
salt is thrown off in the urine and postulates for 
this condition a lack of capacity of the kidney to 
retain the salt, while in the hypothecated secondary, 
or symptomatic, form of polyuria the reaction to 
the test consists of an increase in the chlorides of 
the blood and a decrease in the polyuria and poly- 
dypsia. 

That these 2 cases belong in the category of the 
22 cases cited in the introductory paragraph is in- 
dicated by the fact that in the one the polyuria ap- 
parently appeared in the second month of preg- 
nancy and disappeared in the eighth month on the 
implantation of the posterior hypophyseal lobes of 
2 calves, and that in the other the disturbance de- 
veloped in the sixth month of pregnancy and disap- 
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peared spontaneously during the puerperium. In 
both of these patients the pregnancy ran an other- 
wise normal course and delivery resulted in perfect- 
ly normal children. 

The benefits derived by the patient who received 
the implantation of posterior hypophyseal tissue 
lends support to the theory with reference to the 
antidiuretic effect of the posterior lobe of the hypo- 
physis and its depression or failure in diabetes insipi- 
dus. Whether this effect is obtained by a counteraction 
against some diuretic principle of the anterior lobe, 
either as the direct effect of its own secretion, or in- 
directly through the action of this lobe of the hy- 
pophyseal gland on other glands of the endocrine 
system (thyroid, adrenal glands) remains an open 
problem. Joun W. Brennan, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Artificial Delivery and Morbidity of the Puerperium 
(Délivrance artificielle et morbidité des suites de 
couches). R. KELLER and L. GIoannt. Gyn. obst., 
Par., 1949, 48: 168. 


In a previous communication on the indications 
of uterine revision, the authors have shown that 
this intervention is not dangerous and is not a factor 
aggravating the puerperium. Now they feel justified 
in stating that, contrary to the generally accepted 
opinion, artificial delivery is not a dangerous inter- 
vention either. 

Their study included 7,000 deliveries. In 148 of 
the patients, artificial deliveries were performed, 
an incidence of 2.11 per cent, which is higher than 
that of most other authors. The difference is due to 
divergences in the indications, which may be grouped 
under two main headings: (1) hemorrhage, whether 
the placenta is partially detached or the detached 
placenta is not expelled by an atonic uterus that is 
bleeding; (2) retention of placenta, whether the 
placenta remains attached (abnormal adherence, 
placenta accreta) or is more or less detached but is 
incarcerated. In case the placenta does not become 
detached, the authors do not wait more than 2 hours 
before intervening. Before performing artificial de- 
livery they try manual expression—if necessary, 
under general anesthesia. 

Artificial delivery is performed as carefully as pos- 
sible, and with the greatest asepsis of the genital 
passages, and of the hand used; an intravenous in- 
jection of posterior lobe extract is given systemati- 
cally. In the 148 cases there was no mortality. The 
total morbidity was low, quantitatively (11.7 per 
cent) and qualitatively, and was only partly due to 
the intervention. Other factors which aggravate the 
morbidity of the puerperium are severe hemorrhages, 
general diseases coexisting with pregnancy, disorders 
natural to pregnancy, obstetrical interventions, and 
the febrile conditions present at the time of delivery 
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whether their cause is obstetrical or not. The role 
of the duration of labor deserves special mention; the 
chances for morbid sequelae increase with the prolon- 
gation of labor. In addition, the prognosis of arti- 
ficial delivery, like that of uterine revision, becomes 
worse with delay; finally, certain local conditions, 
such as placenta accreta and abnormal adherence, 
increase the morbidity of the intervention. 

From the practical point of view, it is useful to 
remember that a number of factors may increase 
the morbidity of the puerperium. Some of these, 
such as abnormal local conditions, general and ob- 
stetrical disease, fever at the time of delivery, etc., 
are unavoidable. In other cases an attempt-should 
be made to decrease the risks of artificial delivery 
by using an anti-infectious prophylaxis. The authors 
have not used a systematic prophylaxis, but have ad- 
ministered sulfonamides or penicillin in febrile cases, 
in difficult or hemorrhagic labors, in those having 
occurred elsewhere, and in cases of laborious detach- 
ment of the placenta. In general, the results ob- 
tained were satisfactory. But there are other factors 
whose interference may be avoided or decreased. 
The first is the introduction of exogenous infection; 
the second is a too long delay between birth and 
artificial delivery which increases blood loss and the 
risk of infection. Finally, an attempt must be made 
to shorten the duration and improve the quality of 
labor by using the method of Kreis, which seems to 
be the best (spasmalgin, rupture of the membranes 
on small dilatation). The last improvement consists 
of the systematic intravenous injection of posterior 
lobe extract after artificial delivery. 

RICHARD KEMEL, M.D. 


Delayed Hemorrhage Following Delivery. Hemor- 
rhagic Type of Puerperal Infection of Couvelaire 
(Hémorragie tardive des suites de couches. Forme 
hémorragique de l’infection puerpérale de Couve- 
laire). JEAN SNOECK and M. Rocmans. Gyn. obst., 
Par., 1949, 48: 11. 


A severe case of the hemorrhagic type of puerper- 
al infection is reported. The comparative rarity of 
this formidable complication of delivery warrants 
the publication of this report. 

The patient, a woman 30 years of age, was a quad- 
ripara. In the years of 1934 and 1936 she had been 
delivered by cesarean section, both of which opera- 
tions were complicated by endometritis and in- 
fection of the abdominal wall. In 1937 she had had 
a spontaneous delivery of twins during the seventh 
month of pregnancy. 

On November 29, 1938 she developed labor pains 
in her fourth pregnancy. An hour after labor be- 
gan, an increasing hypertonicity of the uterus neces- 
sitated the administration of three doses, of 1 c.c. 
each, of spasmalgin. About 7 hours after labor had 
begun, the cervix was dilated the size of the palm 
of the hand. 

The fetal membranes were ruptured artificially. 
The amniotic fluid was the color of purée of peas. 
The fetal heart sounds were barely audible. 
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Eight hours after labor had begun, surgical inter- 
vention was decided upon and cesarean section with 
sterilization was performed. On opening the ab- 
domen, the uterus was found adherent to the parie- 
tal peritoneum throughout its entire length. The 
bladder appeared immediately in the bottom of the 
wound. At the bladder level and in the area of the 
lower uterine segment, there was a large mass, 
which on being incised was found to be a collection 
of thick greenish amniotic fluid. There was a rup- 
ture of the uterus in the middle of the horizontal 
scar of a previous operation. After delivery of a 
live baby, sterilization was carried out. 

The same night in which surgical intervention 
was carried out, the patient developed fever, and a 
blood culture which was taken was positive for the 
pseudodiphtheria bacillus. The patient’s wound 
healed by primary union. There was an abundant 
normal lochia. 

Nine days postoperatively the patient expelled 
three iarge clots and, later, showed the classical 
signs of massive hemorrhage, which necessitated 
blood transfusions. Vaginal examination revealed 
the cervix dilated to two fingers, and the vagina and 
the uterine cavity were filled with large clots. The 
patient’s temperature was elevated for 2 days. 

Seventeen days after delivery, a new hemorrhage 
with an abundance of bright red blood occurred and 
the patient collapsed. Three blood transfusions 
were given. 

On the twenty-second day after delivery, a third 
massive hemorrhage occurred. A hysterectomy to 
control the hemorrhage was decided upon. At op- 
eration, the uterus was found to be the size of a 
grapefruit. The walls of the uterus were hard and 
pallid. The myometrial vessels were dilated. The 
uterine cavity was gaping and empty and gave off 
a fetid odor. 

The uterine mucosa was thickened. In the lower 
part of the uterus were numerous petechial throm- 
boses and small ulcerations. 

Microscopically, at the site of the placental in- 
sertion, there were areas of regeneration and nu- 
merous superficial areas of necrosis. Throughout 
the entire submucosa there was extensive leucocytic 
infiltration. Numerous vessels were thrombosed. 
No chorionic elements were present and there were 
no microorganisms visible. 

Bacteriological examination showed colon bacilli, 
staphylococci, streptococci, and anaerobic bacteria. 

This case represents two interesting clinical points. 

The first was the insidious rupture of the uterus 
at the beginning of labor. This rupture occurred in 
the lower segment of the uterus at the site of an 
old scar of a former operation. The lesion, veiled 
by extensive adhesions, was practically without 
symptoms and had done no harm to the fetus. 

The second point, the more important of the two 
and the one which dominated the clinical picture, 
was the septic hemorrhagic symptom of Couvelaire. 

The puerperal infection occurred first. Its pres- 
ence was demonstrated by the febrile attack and 
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the positive blood culture made directly after labor. 
After an 8 day afebrile period, the first massive 
hemorrhage occurred and other hemorrhages oc- 
curred at more frequent intervals. The hemor- 
rhages were accompanied, or followed, by fever. 
This particular picture is classical for the hemor- 
rhagic type of puerperal infection. 

The causative organisms shown by blood culture 
and anatomopathologic examination of the uterine 
lesions confirmed the diagnosis. 

Clinically this case was more hemorrhagic than 
septic. In spite of the blood transfusions hemor- 
rhage was massive and recurred so often as to en- 
danger life. The intensity of the cardiovascular col- 
lapse with each hemorrhage was impressive. 

Temporary medical treatment was tried and after 
its failure, radical operation was necessary. 

The pathogenesis of this case warrants discussion. 
First each hemorrhage was followed by a period of 
calm. It appears that the thrombosis of the vessels 
produces purulent foci accompanied by necroses of 
the uterine submucosa and mucosa. 

A fresh massive hemorrhage occurred only when 
the lytic phenomena produced a vascular phase 
stronger than the thrombotic phase. 

The hemorrhage, being so massive and difficult 
to control by ordinary means (ice, ergometrine) 
proved that the vessels were widely dilated and 
that the tissues which they supplied were so in- 
filtrated by leucocytes as to produce a severe in- 
fection and a complete loss or great diminution of 
the ability of the vessel to contract. 

This pathogenic mechanism calls to mind certain 
infectious and hemorrhagic phenomena observed at 
times at the site of amputations. 

It is fair to say that the vascular thromboses in 
the hemorrhagic zone were necessarily infected and 
that if in general they did not appear to go beyond 
the depth of. the myometrium, they were primarily 
infected thromboses and eventually developed into 
abscesses. This explains satisfactorily the febrile 
episode which preceded or accompanied these hem- 
orrhages. These febrile episodes were the result of 
bacteria or toxins being thrown into the patient’s 
blood stream. The predominance of vascular or 
septic phenomena will determine whether the syn- 
drome of Couvelaire will be chiefly hemorrhagic or 
chiefly septic. In the one as in the other, the 
primary lesion is a uterine wound, without placental 
retention, in the process of septic necrosis with ex- 
tensive infection of the mucosa, submucosa, and 
myometrium. In the authors’ opinion the infected 
thromboses which are consistently observed are the 
primordial lesions. BLACKWELL Markuay, M.D. 


Puerperal Scarlatina (Puerperalscharlach). WiLt1 


Scuuttz. Geburtsh. & Frauenh., 1949, 9: 251. 


The author discusses an epidemic of scarlet fever 
and other streptococcic infections which occurred 
in a small maternity hospital in Hamburg, Germany, 
in 1936, that is, before the era of antibiotic treatment 
and chemotherapy. 
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Thirteen women were affected. Puerperal scarla- 
tina developed in 8 patients; puerperal erysipelas of 
the vulva in 1 patient; necrotizing mastitis with 
erysipelas in the area of the breast developed 5 weeks 
after delivery in 1 patient; 3 other cases concerned 
2 nurses and a midwife, one of whom had a typical 
case of scarlet fever, and the other 2, tonsillitis 
caused by hemolytic streptococcus. Two of the 8 
patients with puerperal scarlatina died. * 

As to the clinical course, the puerperal scarlatina 
started between the second and the seventh day 
after delivery. The exanthema began in the area 
of the vulva and perineum and spread to the abdo- 
men and thighs. The Schultz-Charlton test was 
positive. As is known of surgical and puerperal 
scarlatina in general, there was no tonsillitis or 
other throat involvement present in the patient in 
whom the birth canal was the portal of entry. 

To stop the epidemic, the hospital was closed and 
thoroughly disinfected three times. However, after 
each reopening new cases occurred. Only after the 
fourth wave of diseases of this type was it found that 
the midwife was a carrier of virulent hemolytic 
streptococci. She was dismissed from the hospital, 
and no new cases occurred after her leaving. The 
author states that “for external reasons” he was not 
able to publish a report of this interesting epidemic 
earlier than 13 years after its occurrence. 

WERNER M. Sotmitz, M.D. 


MISCELLANEOUS 


Physiopathology of the Uterine Contraction (Fisio- 
patologia de la contraccién uterina). José RAMIREZ 
OLIVELLA. Rev. cubana obst., 1948, 10: 103. 


Disturbances of uterine tonus (hypotonus and 
hypertonus) may affect the useful force of the con- 
tractions of labor. The functional disturbances of 
the contractions may be due to insufficient, or to 
excessive contraction. Disturbances due to insuf- 
ficient contraction result in inertia which may be 
primary or secondary. Primary inertia may be 
caused by pathologic changes in the uterus (fibrosis, 
sclerosis, overload of fat, etc.) or to a defect in the 
stimulation of the muscle fiber which may be ana- 
tomically normal. Treatment consists of fraction- 
ated doses of pitocin (2.5 units every 15 minutes), 
calcioquinine intramuscularly, sparteine sulfate (15 
to 20 centigrams), or of any other gentle stimulant of 
uterine contraction. Secondary inertia is the result 
of muscular fatigue caused by struggling against an 
obstacle; its treatment consists of spasmolytics to 
obtain uterine rest for a period of 1 or 2 hours, fol- 
lowed by stimulation by oxytocics. 

The functional disturbances due to excess of con- 
traction are more numerous. Polysystole occurs as 
the first phase of the struggle against an obstacle, 
and causes fetal suffering. It is treated with spas- 
molytics. Subintrant contractions, which result 
from an increase in the frequency of the former with 
decrease of the intérphasic period, require the same 
treatment. Uterine tetanus is a more advanced phase 
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of the preceding conditions, leads to contracture or 
secondary inertia, causes severe fetal suffering and 
requires deep general anesthesia and treatment with 
spasmolytics. Uterine contracture constitutes the 
highest degree of contraction dystocia in which pains 
and fetal heart beats disappear, labor stops, the pa- 
tient becomes exhausted, and the impossibility of 
spontaneous birth makes surgical intervention im- 
perative. Exceptionally the low, but always risky, 
route may be used. Only with use of the high route, 
with the uterus in view, is it possible to decide wheth- 
er cesarean section or hysterectomy is indicated. 

The functional disturbances of uterine contraction 
with functional asynergy include the syndromes of 
Schickelé, Demelin, and Bandl. If discovered in 
time, the syndrome of Schickelé may be easily over- 
come by the administration of spasmalgin, which 
contains papaverine, pantopon, and sulfuric ether of 
atropine; the dose is one ampule every 20 minutes 
up to three doses, and the series may be repeated 
two or three times. When the syndrome is not dis- 
covered in time and the cervix is truly edematous, 
radiating incisions of the cervix are necessary. 
Early diagnosis of the syndrome of Demelin is neces- 
sary since its initial phases are easily overcome by 
spasmolytics; once there are anatomic changes, 
treatment must be surgical. In the syndrome of 
Bandl, treatment depends upon the type of feto- 
pelvic disproportion and the condition in the in- 
dividual case; it may consist of symphysiotomy, 
abdominal cesarean section, or fetotomy. 

Many of the dystocias of uterine contraction can 
be avoided by prophylactic treatment. In a revo- 
lutionary concept of the prophylaxis of spasmodic 
pictures, especially of the uterine cervix, the Stras- 
bourg School, with Schickelé at its head, considers 
that the persistent presence of the amniotic sac is a 
frequent cause of spasmodic disturbances of uterine 
contraction, and has initiated two new methods: the 
medical parturition of Kreis, based on early rupture 
of membranes and the use of spasmalgin in the pres- 
ence of good fetopelvic proportions, and the directed 
parturition of Voron and Pigeaud which differs 
from the former only in the addition of the use of 
oxytocics, such as hypophysis extracts in 2 unit 
fractionated doses, or quinine sulfate in fractionated 
doses of 0.50 gm. to reach the total dose of 1.5 gm., 
and of antispasmodics, including spasmalgin and 
chloral hydrate. RicHarD Kemet, M.D. 


Is the Hegar-Sellheim Internal Pelvic Examination 
Unnecessary? (Ist die innere Beckenuntersuchung 
nach Hegar-Sellheim ueberfluessig?) A. MAYER. 
Geburtsh. & Frauenh., 1949, 9: 307. 


Several outstanding obstetricians in Germany 
lately declared that pelvimetry is obsolete, and 
they rely entirely on the test of labor in determining 
whether cesarean section is indicated. The author 
criticizes this new trend severely and emphasizes 
the importance of correct internal pelvic. measure- 
ment. A “functional diagnosis’ is justified only in 
borderline cases. The aim of modern obstetrics 


should be to diagnose a narrow pelvis during preg- 
nancy. 

A disadvantage of the “functional diagnosis” is 
that it gives information only about the inlet. If 
the inlet is normal but the outlet narrow, the time 
for section has been missed and the life of the baby 
may be in jeopardy. On the other hand, neglect of 
pelvic measurement and reliance on the functional 
diagnosis often lead to unnecessary cesarean sec- 
tion. The author refers to several instructive cases 
in which section was done for an alleged narrow 
pelvis although the internal measurements were 
perfectly normal. 

External pelvimetry is of little value. Gracile 
innominate bones and the vertical position of the 
iliac alae may give quite low external measurements 
although the pelvic lumen is entirely normal. 

WERNER M. Sotmitz, M.D. 


The Action of Folliculin and Progesterone on the 
Water Metabolism in Pregnancy (L’azione della 
follicolina e del progesterone sul metabolismo idrico 
in gravidanza). Tmm0TEO NoBILE. Ginecologia, Tor., 
1949, 15: 53. 

In this study the author has used four groups of 
6 pregnant guinea pigs each, all of which were at 
least in the second half of their pregnancy. The 
first group served as controls. All animals in the 
other three groups were given an intraperitoneal in- 
jection of 10 c.c. of Ringer’s solution daily for 3 
days, but the third group received in addition 5 
mgm. of progesterone daily for 3 days, and the 
fourth group received 20,000 units of folliculin daily 
for 3 days. The animals were killed by bleeding 
after 12 hours of fasting and 24 hours after the last 
treatment. This was immediately followed by de- 
termination of the hematocrit values (with the use 
of centrifugation for 1 hour), of the protein values 
of the plasma, (with use of the refractometric meth- 
od), and of the dry residue of the maternal and 
fetal organs, by means of double weighing on pieces 
of tissue that had been left for 90 minutes in the 
incubator at 110 degrees. 

The study showed that in all treated animals 
there was greater imbibition of the fetal tissues than 
of the maternal tissues. This is in perfect agree- 
ment with the needs of the organism in the process 
of formation. An interesting fact is that while there 
are organs, like the liver and the brain, which show 
only minimal changes in their water content, there 
are others, like the skin, muscles, blood, and kidneys, 
which undergo important changes in their water 
content under the stimulation of the hormones. A 
peculiarity is that some organs, like the skin and 
the blood, undergo changes in which a maternal loss 
of water is compensated by a proportional imbibi- 
tion of the same fetal tissues. The same cannot be 
stated about muscles and kidneys which, in the 
mother, maintain nearly constant values after any 
treatment, while in the fetus they undergo decided 
imbibition under the three treatments. However, 
the peculiar behavior of the uterine tissue should be 
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noted; it is influenced by Ringer’s solution and to a 
higher degree by folliculin, but only temporarily, or 
not at all, by progesterone. This shows that the 
more highly differentiated tissues, whether maternal 
or fetal, do nct undergo important changes in their 
water content because the function of these cells 
should not be disturbed. The true water reservoirs 
of the organism are the skin and the blood; there- 
fore skin and blood changes occur easily in the 
mother as well as in the fetus. 

Progesterone and folliculin act in general to facili- 
tate imbibition of the fetal tissues without simul- 
taneously causing a general water loss in the mater- 
nal tissues; this loss occurs only in the skin and the 
blood. In cases in which water loss in the maternal 
tissues is not accompanied by fetal imbibition, the 
water must have been eliminated by the emunctories. 

While the injection of Ringer’s solution does not 
cause changes in the water values of the blood, there 
is nevertheless a reduction in the corpuscular mass, 
expressed by the hematocrit data. This reduction 
can be interpreted as a loss of water from the proto- 
plasm of the red cells. In subjects treated with 
progesterone there is an increase in the dry residue 
of the blood, i.e., a dehydration in the absolute 
sense. On the other hand, folliculin acts to reduce 
the aqueous mass of the entire blood while the 
corpuscular mass increases in volume. 

The plasma proteins increase after treatment with 
Ringer’s solution but remain unchanged under sub- 
sequent hormonal action. RicHARD KEMEL, M.D. 


The Action of Extracts of the Anterior and Posterior 
Hypophysis on the Water Metabolism in Preg- 
nancy (L’azione degli estratti di ipofisi anteriore e 
di ipofisi posteriore sul metabolismo idrico in gravi- 
danza). TrmoTEo NosIte. Ginecologia, Tor., 1949, 
15: 71. 

In the present study the author again used four 
groups of pregnant guinea pigs (6 animals in each 
group), all of which were at least in the second half 
of their pregnancy. The animals in the first group 
served as controls. All animals in the other three 
groups were given an intraperitoneal injection of 
to c.c. of Ringer’s solution daily for 3 days, but 
those in the third group received, in addition, 100 
international units of anterior lobe extract daily 
for 3 days, and those in the fourth group received 
3 units of pituitrin daily for 3 days. The animals 
were killed by bleeding after 12 hours of fasting 
and 24 hours after the last treatment. This was 
immediately followed by determination of the hem- 
atocrit values, using centrifugation for 1 hour, of 
the protein values of the plasma, using the refracto- 
metric method, and of the dry residue of the mater- 
nal organs and, when possible, of the fetal organs, 
using double weighing on pieces of tissue that had 
been left in the incubator at 110 degrees, for a 
period of 90 minutes. 

The study showed that in all treated animals the 
fetal tissues presented a higher degree of imbibition 
than the maternal tissues. The injection of Ringer’s 
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solution caused imbibition of the tissues perform- 
ing the function of water reservoir (skin and muscle) 
and left unchanged the water content of the tissues 
with special functions (liver), or of highly differen- 
tiated tissues (brain). The action of extracts of 
both the anterior and posterior lobes of the hypo- 
physis has a repercussive effect even on the tissues 
that are most refractory to imbibition, and causes 
an increase in the water content of these tissues. 
The action of the two extracts on the water metabo- 
lism of the blood, in experiments, does not correspond 
to that observed in the clinic. In experiments, there 
is no such antagonism between the anterior lobe ex- 
tract and the posterior lobe extract as that which 
seems to be present in the clinic. The hematocrit 
values (expression of the corpuscular mass) de- 
crease under therapy with anterior lobe extracts, 
but there is no simultaneous change in the water 
values of the entire blood. The hematocrit values 
in patients treated with posterior lobe extracts de- 
crease simultaneously with a decrease in the water 
values of the entire blood. The plasma proteins in- 
crease quantitatively under the action of injection 
of Ringer’s solution and, finally, under the action of 
both anterior and posterior lobe extracts. 
RICHARD KEMEL, M.D. 


Contribution to the Study of Reports of Pulmonary 
Tuberculosis and Pregnancy (Contributo allo 
studio dei rapporti tra tubercolosi polmonare e 
gravidanza). E. RosBeccnt and A. BERNABO-SI- 
LORATA. Ginecologia, Tor., 1948, 14: 277. 

One hundred cases of pulmonary tuberculosis com- 
plicated by pregnancy are reported by the authors. 

In the report, these 100 cases are classified as to 
the outcome of the pregnancy. ‘ive patients had 
premature deliveries, 69 were delivered at term, 6 
patients aborted spontaneously, and 20 were aborted 
therapeutically. 

Ten of the 69 women who were allowed to go to 
term died within 1 year after delivery, (14.5 per cent 
of the cases). In 10 other women (14.5%) the pre- 
existing lesions grew worse or new foci appeared. In 
5 of the 69 cases the babies died of tuberculous © 
meningitis. 

Of the 20 patients who had therapeutic abortions, 
5 (25%) died. 

Of the 11 patients who had premature delivery 
and spontaneous abortion combined, 1 (9.09%) died 
and 1 became more ill. 

A greater number of patients died or grew worse 
among those with tuberculous cavities, with inef- 
fective pneumothorax, or with the usual forms of 
active tuberculosis, especially if pregnancy was al- 
lowed to go on to term. In the cases with hemato- 
genous apical and extra-apical tuberculosis, with ef- 
fective pneumothorax, and with arrested forms of the 
disease, the greater percentage of both the mothers 
and children survived if pregnancy was allowed to 
go on to term. 

Thirty-nine of the authors’ cases had had pneu- 
mothorax, unilateral or bilateral. In 22 of these 
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cases, the pneumothorax was termed effective. In 4 
of these 22 cases (including 2 of premature delivery) 
the condition grew worse after delivery and 1 baby 
died. In 16 cases the pneumothorax was termed in- 
effective. Among these cases there were 7 of thera- 
peutic abortion and 3 of premature delivery. Of 6 
patients in this group allowed to go to term, 5 died 
within 1 year after delivery and in 1 the condition 
grew worse. Of the 7 patients therapeutically 
aborted, 2 died. Of the 3 with premature delivery, 1 
died. From these figures the authors conclude: 

1. In cases of effective pneumothorax, the greater 
number of patients go to term with the condition 
growing worse in a small percentage. 

2. In cases of ineffective pneumothorax which are 
allowed to go to term, the mortality percentage is 
high. 

3. Incases of ineffective pneumothorax with treat- 
ment by therapeutic abortion, the percentage of 
mortality is small. 

The advisability of performing pneumothorax 
during pregnancy should be decided by the collabor- 
ating phthisiologist and obstetrician. The authors 
are of the opinion that the gravid tuberculous pa- 
tient treated by effective unilateral or bilateral 
pneumothorax, if the cardiovascular, renal, and 
general condition permit, can easily go to term if the 
collapse has been performed before or during preg- 
nancy. 

In case of ineffective pneumothorax or active con- 
tralateral lesions, each case must be considered in- 
dividually as to the possibility that collapse may 
favorably modify the course of the disease. A bi- 
lateral therapeutic pneumothorax should be done if 
the lesions are comparatively new or there are def- 
inite exacerbations of a pre-existing lesion on the 
opposite side. 

In 19 cases of inactive and arrested pulmonary le- 
sions allowed to go to term, the condition grew worse 
after pregnancy in 3 and 1 patient died from rapid, 
diffuse tuberculosis. The authors agree with the 
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consensus of opinion when they advise that preg- 
nancy should not be interrupted in these cases. The 
danger of activating old foci or giving rise to new 
foci is too great. 

Of the 69 babies born at term, 5 died within a few 
months after birth. The authors are of the opinion 
that babies born of tuberculous mothers should be 
submitted to prophylactic treatment and kept for a 
time in special institutions for such treatment. 


CONCLUSIONS 


Therapeutic abortion should be done in cases of 
pulmonary tuberculosis when pneumothorax has 
been ineffective. 

In cases of nodular apical and extra-apical tuber- 
culosis, pregnancy usually goes to term without harm 
to the patient and abortion should not be performed 
in these cases. 

Effective unilateral and, rarely, bilateral pneumo- 
thorax allow pregnancy to go to term with a very 
small mortality rate. 

In cases of ineffective pneumothorax in premature 
deliveries the mortality is high. In cases of ineffec- 
tive pneumothorax treated by therapeutic abortion 
the mortality is low. 

In cases of effective pneumothorax, unilateral or 
bilateral (cardiovascular, renal, and general condi- 
tion permitting), pregnancy proceeds favorably to 
term if collapse has been done before or during 
pregnancy. 

All forms of active tuberculosis predispose the pa- 
tient to a fatal outcome within a few months after 
delivery. 

Cases of inactive and arrested pulmonary lesions 
complicated by pregnancy are in danger of reactiva- 
tion of old foci and the production of new foci. 

Babies born of tuberculous mothers should be fol- 
lowed up for 1 year and then checked periodically 
thereafter by roentgenography. They should be 
treate:i prophylactically in antituberculous dis- 
pensaries. BLACKWELL MarkuaM, M.D. 
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Hyperfunctioning Tumors of the Adrenal Cortex, 
with a Report of 8 Cases. WALTMAN WALTERS 
and RANDALL G. SPRAGUE. Ann. Surg., 1949, 129: 
677. 

In recent years the combined efforts of internists, 
pediatricians, chemists (particularly the steroid 
chemists), physiologists, and surgeons have resulted 
in substantial additions to knowledge of the syn- 
dromes associated with hyperfunctioning lesions of 
the adrenal cortex. Methods for the assay of urinary 
steroids have been developed which are helpful in 
diagnosis and in determining the results of treat- 
ment. For patients presenting clinical syndromes 
known to be associated with hyperfunction of the 
adrenal cortex, the problem of differentiating be- 
tween tumor and hyperplasia has been simplified, 
though not entirely solved, by methods of urinary 
assay. Thanks to the greater availability of some 
of the adrenal steroids in natural and synthetic 
forms, the physiologic effects of several of the hor- 
mones in this group have been elucidated by both 
animal and clinical studies. As a by-product of 
these studies, it is now possible to explain many 
(though not all) of the symptoms and signs pre- 
sented by patients with hyperfunctioning lesions of 
the adrenal cortices. Metabolic studies and identi- 
fication of the urinary excretory products of the 
adrenal steroids have further clarified the patho- 
logic physiology of these lesions. 

The clinical pictures associated with hyperfunc- 
tion of the adrenal cortex are extremely protean in 
nature and presumably depend upon the type and 
the quantity of steroid hormones produced, the age 
and sex of the patient, and perhaps on other factors. 

For patients presenting clinical syndromes known 
to be associated with hyperfunction of the adrenal 
cortex the problem of differentiating between tumor 
and hyperplasia has been simplified, though not 
entirely solved, by methods of urinary assay. 

The purpose of the complete article is to present 
a group of 8 cases of proved tumors of the adrenal 
cortex which exemplify some of the problems en- 
countered in diagnosis and surgical treatment. 
These cases supplement the 10 cases reported in 
1934 and the 7 cases reported in 1938. 

At the time of these earlier reports, methods for 
assay of urinary steroids were either unknown or 
were in an early stage of development, and little 
was known of the effects of pure adrenal steroids. 

Desoxycorticosterone has its effect upon salt- 
and-water metabolism; compounds A, B, E, and F, 
of Kendall, have an effect on carbohydrate and pro- 
tein metabolism, and the first two, on fat metabo- 
lism. Androstenedione and adrenosterone, estrone 
and progesterone have androgenic, estrogenic, and 
progestational effects, respectively. 
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Edema, hypertension, and congestive heart failure 
may result from retention of salt and water, and 
loss of potassium may lead to profound muscular 
weakness. 

Overproduction of hormones having physiologic 
effects, like compound E and compound F, may ex- 
plain the diabetes mellitus, the negative nitrogen 
balance, the muscular weakness, the osteoporosis, 
the thinning of skin, and the ecchymosis; and the 
effect of lymphoid tissue may explain the leucopenia 
which is characteristic of Cushing’s syndrome. 

Virilism, hirsutism, baldness, amenorrhea, florid 
skin, hypertrophy of the clitoris, acne, masculini- 
zation of the voice in women, and «iteration of the 
habitus in the direction of masculinity might result 
from the production of an excessive amount of 
androgenic material by an adrenocortical tumor— 
and likewise the occurrence of sexual and somatic 
precocity in children. 

Overproduction of estrogens and of compounds 
having an action like that of progesterone may ex- 
plain the vaginal bleeding and sexual precocity in 
girls who have tumors of the adrenal cortex and the 
occurrence of impotence and gynecomastia in men. 

Lastly, and of extreme importance, is the fact 
that a patient with a hyperfunctioning tumor of 
the adrenal cortex and virilism is likely to excrete 
a large amount of 17-ketosteroids in the urine, and, 
on the contrary, if evidence of virilism is minimal 
or lacking, as in Cushing’s syndrome, the excretion 
of 17-ketosteroids may not be elevated. 


Addisonian Crisis. JosrepH J. Kristan. J. Urol., 
Balt., 1949, 61: 178. 


The author reports a case of latent adrenal cortical 
insufficiency in which the diagnosis was made and 
treatment instituted only after nephrectomy had 
been done for renal tuberculosis. The possibility of 
concurrent complicating diseases masking the diag- 
nosis of cortical insufficiency should be considered in 
all patients with urogenital tuberculosis, especially 
those in whom surgery is contemplated. 

The patient whose case was studied was a 37 year 
old white male who gave a history of weakness, dizzi- 
ness on changing position, and headache with nausea, 
suffered over a period of 7 years. Thyroxin therapy 
only partially alleviated his symptoms. On several 
occasions he had noted pink seminal fluid. Slight 
frequency was the only urinary symptom. Investiga- 
tion revealed left renal tuberculosis. Following a left 
nephrectomy, the blood pressure remained low in 
spite of multiple transfusions. Adrenal insufficiency 
was suspected. Cortical extract (cortate), 10 mgm. 
at once and 5 mgm. every 6 hours, was given. The 
blood pressure response was good but the patient ap- 
peared very ill, vomiting moderately. The immediate 
postoperative course was somewhat stormy but after 
2 weeks the patient was discharged without further 
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cortical extract therapy. The pathological diagnosis 
was ascending tuberculous pyelonephritis. 

Three days after discharge the patient became pro- 
gressively worse and returned to the hospital in col- 
lapse. The systolic blood pressure was 60 and 70 
mm. Hg. Ten milligrams of cortate and salt, in 
amounts up to 9 gm., were given daily. The blood 
pressure ranged between 70 and 120 mm. Hg., and 
upon discharge cortate (7 mgm. daily) was continued. 
Two months postoperatively he was placed on 714 
mgm. of desoxycorticosterone acetate and supple- 
mental salt. A marked improvement was noted. One 
month later 15 pellets of desoxycorticosterone ace- 
tate (percortin, each pellet containing approximately 
125 mgm.) were implanted and good results were 
obtained. 

After a period of 1 year his symptoms recurred and 
oral administration of adrenal cortical extract failed 
to completely alleviate the symptoms. After read- 
mission to the hospital, exhaustive studies revealed 
hypotension and calcification of the right adrenal 
gland. Moderate improvement was noted with 5 
mgm. desoxycorticosterone acetate and 4 gm. of salt 
daily. Following stabilization and determination of 
extract requirements, g pellets of percortin (each pel- 
let containing approximately 75 mgm.) were im- 
planted, and supplemental salt was given daily. 

Peter L. Scarpino, M.D. 


Renal and Osseous Lesions (Reins et lésions osseuses). 
J. A. Livre. J. urol. méd., Par., 1949, 55: 8. 


The relationships between the kidneys and osseous 
disease are numerous, for, without doubt, the kid- 
neys are the principal organ of excretion of mineral 
substances stored in the skeleton. Likewise, the kid- 
neys destroy these substances and, conversely, by 
their alteration retain them in the osseous reservoirs. 

Parathyroid osteitis is due most frequently to a 
solitary adenoma of one of the parathyroid glands. 
This tumor is not very large, about the size of a 
hazel nut, but it is large in comparison to the normal 
thyroid gland. The disease is characterized clinically 
by painful bones with asthenia, and progressive de- 
mineralization of the bones along with various vis- 
ceral signs. The urinary signs consist of renal 
lithiasis, polyuria, and nephritic symptoms. 

The first symptom of lithiasis is frequently renal 
colic which is nearly always discovered within the 
first year or two years of the disease; that is to say, 
it is the symptom which suggests the diagnosis. The 
author has seen this symptom in 3 of 4 cases. In one 
of his patients a bilateral calculosis that was visible 
on roentgen examination was the first sign of the 
disease. Occasionally, the roentgenogram does not 
show a distinct calculus, but a diffuse miliary calci- 
fication in the renal parenchyma is shown. Renal 
colic without demonstrable calculi in the kidney 
or in the urine is due perhaps to the increased secre- 
tion of calculous material. 

Polydipsia and polyuria are interesting. findings 
because they may be isolated symptoms of the di- 
sease. 
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In 1931 Liévre noted that a mild to moderate 
polyuria is frequently observed in parathyroid os- 
teitis. It may accompany the progression of the 
disease or be an early symptom of the condition. 

The signs of nephritis and renal insufficiency con- 
sist of albuminuria, cylindruria, hyaline or granular, 
and calcium phosphate casts in the urine. Edema is 
rare. It may bea part of the edema of late cachexia, 
or it may be associated with edema of the lower ex- 
tremity accompanying the gross bone lesions. Renal 
hypertension is rare while azotemia remains of mo- 
derate degree for a long time, but in late cases it leads 
to the fatal termination of the disease. 

A renal form of hyperparathyroidism was describ- 
ed by the author in 1931. In this form of the disease, 
the renal symptoms are the first that appear. There 
are two phases of the disease, the one consisting of 
polyuria and the other of renal insufficiency. The 
clinical history reveals the typical symptoms that 
are characteristic of hyperparathyroidism. When 
urinary symptoms are present, one should search 
for other clinical signs of hyperparathyroidism. The 
proportion of calcium, phosphorus, and phosphatase 
in the blood as well as the amount of urinary calcium 
should be determined. If one of these elements is 
abnormal in amount, the blood protein should be 
measured and a search for osteoporosis should be 
made. 

The clinical signs of hyperparathyroidism may be 
inadequate to make a diagnosis. If this is so, is it 
advisable to do a difficult exploration of the neck? 
The author believes that if the patient has a per- 
sistent hypercalcinuria, hypophosphaturia, and con- 
stant elevated blood calcium determination after 
five examinations, the operation should be done. 
There were more than 30 cases in which the diagnosis 
was finally established at operation. The mechanism 
of renal lithiasis in the course of parathyroidism and 
parathyroid osteitis can be explained as the result of 
transportation of calcium phosphate through the 
framework of the kidney and the precipitation of this 
substance from the saturated urine. The precipita- 
tion takes place in the calices as well as in the kid- 
ney tubules. Diffuse impregnation of the calcium 
takes place through the kidney, and in the advanced 
phase of the disease the calcium impregnates all the 
renal parenchyma. Polyuria and pyelonephritis ap- 
pear as an eventual consequence of the irritation of 
the mineral particles. The impregnation of calcium 
easily explains the onset of sclerosis and renal in- 
sufficiency. The polyuria may be due to the diminu- 
tion in the concentrating power of the kidney, but it 
is more probable that it is due to the direct diuretic 
action of the parathyroid hormone. 

Renal colic and calculous excretions are observed 
frequently in the course of tuberculous osteoarthritis. 
Coxalgia and Pott’s disease are frequently associated 
with nephrolithiasis. Roux, in 1937, discussed this 
subject. He believed that the metabolic disorders, 
acid urine or urinary calculi, urinary infection, and 
excessive elimination are the causes of the lithiasis in 
cases of this type. The author believes the cause to 

















be a general metabolic disorder, an osteoporosis, con- 
nected rather to the tuberculous lesion than to the 
immobilization of the patient. The “osteoporosis of 
immobilization,” a term applied by American auth- 
ors, is attributed to an absence of activity of the 
osteoblasts that have not recovered from the physio- 
logical stimulation that is usually present in the 
muscles and tendons. Renal colic and the passage of 
calculi are equally common in immobilization from 
other causes such as multiple fractures and serious 
fractures with prolonged immobilization, and in the 
course of infected fractures. Severe fractures of the 
vertebrae produce trophic changes in the kidney 
and motor disorders of the excretory passages. 

Roux reported a case of renal lithiasis during the 
course of a severe gonorrheal rheumatism with dif- 
fuse osteoporosis. Mondor observed renal colic in 
the course of gonococcal coxitis, and Volkman saw 
this condition in a case of rheumatism immobilized 
for operative orthopedic correction. The author be- 
lieves that all these. conditions are osteoporosis of 
immobilization with excessive elimination of calcium 
phosphate by the kidney. 

Osseous lesions are present in the disorders of cal- 
cium phosphate metabolism associated with chronic 
nephritis in the adult, but observations on this con- 
dition are not numerous due to the lack of research. 
There are, however, many clinical observations show- 
ing osteoporosis with destruction of the vertebral 
column. 

In the young patient the osseous lesions are more 
apt to be secondary to the renal lesions (with azo- 
temia, hypocalcemia, hypophosphaturia, and aci- 
dosis), but in the older patient a change in the bones 
is more frequent and the relationship between the 
renal and the bone lesion is more difficult to inter- 
pret. The role of the parathyroid gland in the course 
of chronic nephritis must also be considered, for the 
parathyroid gland may be hypertrophied in chronic 
nephritis. Perhaps the secondary hyperparathy- 
roidism produces a vicious circle, with hyperphospha- 
turia and acidosis being a part of this cycle. 

In the infant the osseous lesions can originate from 
the kidney. There is an arrest in the infant’s growth 
with enlargement of the epiphysis, malformation of 
the knees genu valgum and genu recurvatum, and 
inflexibility of the diaphysis. When these signs ap- 
pear, a search for renal insufficiency should be made. 
The patient may have polyuria of sufficient amount 
to cause one to think of diabetes insipidus. The 
urine is of low specific gravity and the kidney has 
lost its power of urinary concentration. Azotemia, 
which may be in an advanced stage before all these 
clinical signs appear, sometimes is found. Albumi- 
nuria is usually small in amount or absent. Cylin- 
druria may or may not be present. The blood pres- 
sure is usually normal. The disease is fatal unless a 
curable lesion of the urinary passage is discovered 
since it has been proved that the secretory disorder 
is the cause for the disease. 

The author describes the syndrome of Toni-Debre- 
Faconi, a group of mysterious cases that present os- 
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seous lesions, osteoporosis, rickets, cessation of 
growth, and a renal type of glycosuria. The rickets 
is characterized by a final osteomalacial type of 
osseous degeneration. The glycosuria is more un- 
usual since it is produced without hyperglycemia. 
The symptoms, with albuminuria, labile tempera- 
ture, hypophosphatemia, disorders of amino acid 
and lipid metabolism are difficult to interpret. In 
certain cases hepatomegalia and visceral accumula- 
tion of cystine are found. It is believed that the 
syndrome is due to an anomaly of function of the 
renal tubules from which the glycosuria and perhaps 
the osseous lesions have their origin. 

The author finally describes a morbid entity char- 
acterized by osseous lesions and a nondiabetic gly- 
cosuria. The bone lesions consist of zones of pseudo- 
fractures of the Looser-Milkman type with renal 
glycosuria. The glycosuria is probably due to an 
abnormality of the re absorption of glucose and 
phosphates by the tubular mechanism of the kidney. 
The disease is thought to be due to the failure of the 
uriniferous tubules to form hexophosphate that is 
synthesized by the fermentation of phospholactate. 
The author describes the syndrome as consisting of 
a renal phosphoglucoside diabetes with the following 
characteristics: appearance in adults of painful 
bone lesions, asthenia, osteoporosis, fractures and 
pseudofractures of the Looser-Milkman type, fibril- 
lations, and muscular tremors. The glycosuria is 
without hyperglycemia (a type of renal diabetes), 
phosphaturia is generally low, but at times there is an 
alkaline phosphaturia which may be high. The dis- 
ease Carries a grave prognosis. 

Conrap A. KuEasn, M.D. 


Consideration of Paranephritic Tumors (Considéra- 
tions sur les tumeurs paranéphrétiques). HENRIQUE 
MANOEL A. Rupp. J. urol. méd., Par., 1949, 55: 29. 


The author defined retroperitoneal paranephritic 
tumors as those neoplasms that have their origin in 
the retroperitoneal space. The origin of these tu- 
mors, whether from the fibrous capsule or the cellular 
adipose tissue around the kidney, cannot usually be 
determined before surgery or autopsy. The prox- 
imity of these tumors to the kidney and the ureter, 
with their effect upon the urinary tract, produces 
modifications of the structure and function of these 
organs, thus presenting a diagnostic and therapeutic 
problem for the urologist. Because of the lack of 
symptoms associated with the growth of these tu- 
mors, they are usually discovered by mechanical or 
urological disturbances. 

The author reported 3 cases upon which the article 
is based. 

Although these tumors are of various kinds, still 
they are rare. Rupp reviewed the collected works of 
various authors who studied 166 retroperitoneal tu- 
mors. In this group of cases there were 32 different 
histological types. Because of this great variation in 
the histological classification of these tumors, the 
author suggested that they be studied more closely, 
for in a general fashion there is no agreement among 
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authors concerning the pathologic findings associated 
with this type of tumor. 

The problem of recurrence is one of great impor- 
tance in paranephritic tumors. Among the 3 cases 
reported by the author there was 1 recurrence. The 
2 other cases had not been followed up long enough 
to determine if a recurrence would develop at a later 
date. During the first operation in 1 case the tumor 
was easily extirpated and the kidney was conserved. 
When the tumor recurred, its removal was very dif- 
ficult for the kidney was involved and adherent to 
the wall as well as to the diaphragm. A nephrectomy 
was necessary. Ten months after the second surgical 
intervention the patient had a right subcostal mass 
that was very adherent to the pleura and no further 
operation could be done. The recurrence in this 
case could have been from the nodules that were un- 
discovered at the time of the second operation. It 
is almost impossible to remove all of the small nodu- 
lations that have the appearance of fatty tissue 
which is usually found in this region and completely 
clean out the retroperitoneal space. The nodulations 
may be the source of the usual recurrence of these 
tumors. 

The recurrence may present a different histological 
structure from the original growth. In the author’s 
case the primary growth was a neuroganglioma, and 
the recurrence was a histiosarcoma. 

Many theories have been advanced to explain the 
etiology of these tumors. Haussmann and Budd, 
searching for an explanation of these tumors, drew 
upon the embryology and related each type of tumor 
to a stage in the embryological development. 

In the embryo the genitourinary tract has an in- 
timate relationship to the ectoderm. At the time 
the vertebrae and the muscles are formed, these 
structures are pushed forward. Following this move- 
ment, small nodules of ectoderm may be included. 
This may explain the future formation of tumors. 
This is the same idea suggested by the Cohnheim 
theory. These small fragments of embryonic cells 
always develop in response to unrecognized trauma 
or physiologic irritation. Lindenfeld inoculated 
small pieces of mucosa of the pelvis and the ureters 
under the renal capsule. In 70 per cent of 25 ex- 
periments he obtained positive results. Solitary 
cysts of the kidney were formed in the area of these 
inoculated pieces of mucosa. He concluded from a 
geneticand clinical viewpoint that solitary cysts of the 
kidney differ only in their location and may be either 
intraparenchymatous, subcapsular, or pararenal. 

It is almost impossible to determine the origin of 
these paranephritic tumors and their original loca- 
tion prior to autopsy or surgical intervention. 

In discussing the symptomatology of paranephritic 
tumors the author quoted the classical description of 
Lecene. He described them as being abdominal tu- 
mors, developing slowly and progressively, unrecog- 
nizable or almost so, not producing a change in the 
general health for a long time, tumor-hard or soft, 
possessing a lumbar location in the retroperitoneal 
region and in relationship to the intestine, and not 
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generally found except in relationship to diseases 
involving the urinary apparatus. 

Roentgenological study is an aid in determining 
whether the tumors are intraperitoneal or retro- 
peritoneal, and the relationship of the tumors to the 
neighboring organ is also of value in determining 
the possible surgical removal of the tumors. 

The urologist is interested in the relationship of 
the tumors to the kidney and their influence upon 
the renal function. He is also concerned with the 
differential diagnostic problem created by these tu- 
mors and the best surgical approach for their removal. 

A simple roentgen picture will show changes in 
the renal outline, a change from its normal position, 
elevation or immobilization of the dome of the dia- 
phragm, and, in some cases, a concavity of the psoas 
outline. Windholz gives as a common sign a clear 
zone as compared to the surrounding tissue. This 
shows the existence of the tumor. Perirenal air 
insufflation demonstrates the renal shadow, es- 
pecially the upper pole of the kidney. This is of value 
in outlining small suprarenal tumors and also the 
large tumors that surround the kidney, but there is 
the danger, more or less theoretical, of emboli or 
infection when this procedure is used. 

Urography and pyelography are effective exami- 
nations in correctly revealing these paranephritic 
tumors. The kidney, a relatively mobile organ which 
is fixed by its pedicle, suffers many modifications of 
its position due to these retroperitoneal growths. 
This is shown by torsion of the kidney around its 
vertical posterior or horizontal axis. The location 
of the tumor is very important in the mechanism of 
this torsion. If the pedicle is short, the kidney re- 
mains fixed and is usually turned around on its 
pedicle, which produces a certain degree of rotation. 
If the pedicle is long, the mass may displace the kid- 
ney laterally and anteriorly downward. 

The ureter, in general, is deviated laterally and 
anteriorly, inscribing an arc. 

After urography, the relationship of the tumor to 
the abdominal contents should be studied by means 
of barium given by mouth and enema. 

The diagnostic problem involves the location of 
the tumor mass, whether it is intraperitoneal or 
extraperitoneal. For the extraperitoneal mass, it is 
important to know whether it is a renal or a pararenal 
tumor. If it is pararenal, its origin, location, rela- 
tionship to the kidney and other vital structures is 
important. It is necessary to make a clinical and 
roentgenological examination of paranephritic tu- 
mors because the diagnosis is always made by 
exclusion. 

The subjective urinary symptoms are of little 
value because they are absent in most cases or come 
late in the course of the disease. Yet, they do serve 
as a means of elimination and exclusion. 

Renal tumors, renal cancer, kidney cysts, hydro- 
nephrosis, and polycystic kidneys are eliminated 
from the diagnosis by the urinary symptoms they 
present and in addition they present a special roent- 
gen sign in each case. Splenomegalia has a tendency 














to develop inferiorly and to the inside, and on contact 
with the lumbar region shows a notched border. 
Cysts of the pancreas are rare; they are situated in 
the epigastric region and give typical alteration in 
the digestic tube. Cysts of the mesentery are in gen- 
eral movable, accompanied by partial obstructive 
symptoms, and at times produce blood in the stools. 
Perinephritic abscesses, perirenal hematomas, chron- 
ic cholecystitis, and retroperitoneal appendicitis are 
eliminated by their modifications of the general 
health and by the acute character of their clinical 
course. A retroperitoneal tumor, even benign, causes 
death by cachexia or by compression of vital struc- 
tures, and by its frequent transformation into a 
malignant tumor. These are the reasons for surgical 
removal. 

X-ray therapy is used solely for inoperable tumors 
or as an adjunct to postoperative treatment. Its 
success depends upon the sensitivity of the tumor 
cells. X-ray therapy is of little value in lipomas. 

Surgical treatment gives the best results, but there 
is some dependence upon the relationship of the tu- 
mor to the kidney and other vital organs. It is ad- 
visable to determine the renal function before surgi- 
cal intervention, for it is frequently necessary to do 
a nephrectomy. : 

The principal difficulties encountered during sur- 
gery are those associated with freeing the tumor from 
the mesentery, aorta, vena cava, diaphragm, pleura, 
and the iliac vessels. The difficulties of surgery de- 
pend directly upon the relationship of the tumor and 
its size to its adherence to the surrounding structures 
and the difficulty in producing lines of cleavage. The 
surgical approach is usually transperitoneal. Franck 
employed the paramedian transperitoneal incision in 
84 per cent of his cases. If one considers that the 
preoperative diagnosis is rarely made, the transperi- 
toneal approach seems to be the best one. For small 
tumors on the internal border of the kidney or on 
the superior renal pole, and if the exact point of origin 
and adherence to the surrounding vessels is un- 
known, the author prefers the transperitoneal or 
the anterior lateral approach of Fey. 

It is logical to suppose that the surgical approach 
depends upon the topography of the kidney. In 
the larger tumors a lumbotomy with the possibility 
of enlarging the incision above and below, with or 
without opening the peritoneum, seems the best 
operative incision. Various authors suggest different 
incisions, such as the lumboiliac and transverse in- 
cisions, but the choice depends upon the preoperative 
diagnosis and the relationship of the tumor to the 
surrounding organs. When the choice of the incision 
is lumboiliac or transverse, the peritoneum should be 
opened in order to inspect the abdominal content. 
After excision of the tumor, the retroperitoneal cav- 
ity should be carefully inspected so that small tumor 
nodules do not escape detection. 

In conclusion, the author stated that a minute 
clinical and roentgenological examination of the 
urinary apparatus and gastrointestinal tract permits 
the preoperative diagnosis of retroperitoneal para- 
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nephritic tumors with relative ease. The anatomic 
relationship and the topographical location of the 
tumor give information concerning the surgical ap- 
proach. A lumbotomy is indicated for the recog- 
nized tumors. The mortality is very high in spite of 
the technique employed. The most exacting treat- 
ment of this condition should be made in order to 
decrease the complications and permit the best 
prognosis. Conrap A. KuEHn, M.D. 


The Problem of the Perirenal or Capsular Tumors 
of the Kidney (Zur Frage der perirenalen Gesch- 
welhier—illenetbepeniaentiieelétes. EWALp LEBBIN. 
Chirurg, 1949, 20: 10. 


Tumors of the retroperitoneum are often considered 
as one entity although this author and several others 
feel that they should be differentiated according to 
their origin. Although they all produce somewhat 
similar clinical pictures, those which arise from the 
perirenal tissues appear to have special significance. 
Included in the perirenal tissues are the structures 
which are enclosed in the renal fascia exclusive of 
the substance of the kidney and of the adrenal gland. 
Thus the tissues of origin are the fibrous capsule of 
the kidney and its few muscular fibers, the fatty 
tissue surrounding the kidney, and the fascial cap- 
sule which contains this structure. 

The tumors of these structures appear to be very 
rare, Lubarsch reporting but one in a series of 30,000 
to 40,000 autopsies. The author reports 4 cases ob- 
served in a period of 6 years in approximately 4,000 
autopsies. The first of these they designated as a 
perirenal dysontogenetic fibromyolymphangiolipoma 
with inclusion of pseudorenal canaliculi. The second 
case revealed a bilateral increase in the fatty tissue 
surrounding the kidney which was termed a tumor 
formation of the adipose renal capsule. The fourth 
case was one of a huge fibrolipoma of the perirenal 
area weighing 15 kgm., and 25 cm. in diameter. 
With exception of Case 4, all of the other tumors 
were found at autopsy and had not been subjected 
to clinical therapy. Wituiam C. Beck, M.D. 


Tumors of Renal Pelvis (Ueber Nierenbecken-tumoren). 
ALFRED GUETGEMANN. Chirurg, 1949, 20: I. 


In the author’s experience, malignant neoplasms 
of the renal pelvis are far more common than benign 
ones. Papillary tumors of the renal pelvis appear 
to have a tendency to grow down the ureter, and if 
this structure is not removed at the primary opera- 
tion, they seem to recur in the ureter. Secondary 
removal of the ureter is often a most difficult pro- 
cedure, and the dissection, which must be carried 
out to include the intracystic portion of the ureter, 
may be most difficult in cases of recurrence. 

In the Urological Clinic, in Bonn, a surprisingly 
high percentage of renal pelvic tumors have been 
observed. In 13 of 88 cases, renal neoplasms were 
found. As in most series, these were largely in men 
in the fifth to seventh decade of life. 

All of the lesions were diagnosed by the finding of 
unilateral hematuria and changes on either excretory 
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or retrograde urography. The latter is not without 
danger as in one case, it is believed, a ureteral metas- 
tasis was initiated by the retrograde catheter. The 
cystoscopic examination was important, not only in 
the finding of a unilateral hematuria, but also in re- 
vealing papillomatous material protruding from the 
ureter. Bleeding may be initiated by brisk palpation 
over the kidney, or by the catheter probe. The au- 
thor states that any papilloma near the ureteral 
orifice should be investigated for the possibility of a 
similar tumor in the renal pelvis. The urographic 
study may reveal a filling defect, or an abnormal 
emptying of the renal pelvis. 

The pathological study of the tumor is of utmost 
importance. Serial sections may reveal that a tumor 
which appears to be benign in one area may be in- 
filtrating in another. Certain of the seemingly be- 
nign neoplasms of this type may also show metasta- 
sis in the ureter so that clinically, at least, they are 
malignant. 

The authors find that in the case of tumor of the 
renal pelvis it is imperative to remove the entire 
ureter. In 21 cases which were followed up for a 
sufficiently long period, there were 20 recurrences, 
some years or even decades after the original opera- 
tion. The treatment of recurrences with roentgen 
therapy or intraureteral radium is so poor that the 
author relegates it to the hopeless case. 

Actually, however, the prognosis is not as bad as 
this might indicate. Of 12 cases followed over a suf- 
ficient period, 7 were alive and free of metastasis at 
5 years, and 2 at 10 years. Wittiam C. Beck, M.D. 


BLADDER, URETHRA, AND PENIS 


Biopsy and the End Results of Bladder Tumors 
(La biopsia ed il destino dei tumori vescicali). 
A. FRANCESE. Arch. ital. urol., 1948, 22: 417. 


Primary tumors of the bladder occur with mod- 
erate frequency. The most important, undoubtedly, 
are those which originate from the epithelium, and 
these, usually, are classed as villous tumors or 
papillomas. 

Before the observance of these tumors by means 
of modern endoscopy for diagnosis and treatment, 
they were always considered of grave prognosis on 
account of the ease with which they recurred after 
they had been excised. Early diagnosis can now be 
made and electrocoagulation easily carried out under 
direct vision in the majority of cases, and in cases of 
recurrence the tumors can be combated with meas- 
ures less serious than by attack through hypogastric 
incisions. 

These tumors occur, usually, in middle age and 
more often in males than in females. They occur 
most frequently in the trigone. They may be single 
and develop in a circumscribed area of the bladder, 
or they may occur at many points and occupy a large 
area of the bladder. 

In order to determine the clinical course of vesical 
tumors and in order to discover any agreement be- 
tween the histological picture of the tumor at biopsy 
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and the postoperative course of the tumor, the au- 
thor carefully studied ror vesical tumors which were 
treated in the Tumor Clinic of Turin during the 
years from 1936 to 1946. 

The cases observed were divided into three large 
groups. The first group consists of those cases in 
which there was an exact agreement between the 
microscopic report of the biopsy and the postopera- 
tive course. In the tumors of the second group of 
cases there was an exact disagreement between the 
biopsy and the postoperative clinical course, and in 
the third group the biopsy report was doubtful. 

In the first group there were 64 cases, in 28 of 
which both the biopsy report and the postoperative 
course showed the tumor to be benign, while in the 
remaining 36 cases, both the biopsy report and the 
postoperative course showed the tumor to be 
malignant. 

In the second group there were 19 cases, in 3 of 
which the biopsy showed that the tumor was benign 
and yet the postoperative course was that of a 
malignant tumor. In the remaining 16 cases, the 
biopsy showed that the tumor was malignant and 
yet the postoperative course proved it to be benign. 

In the third group there were 18 cases in which the 
biopsy was doubtful. In 10 of these cases the post- 
operative course was that of a malignant tumor and 
in 8 the postoperative course showed that the tumor 
was benign. 

The first group was comprised of the largest num- 
ber of cases. The 28 cases which appeared benign 
at biopsy followed a benign postoperative. course 
following biopsy. In those cases in which the new 
growth appeared somewhat extensive and infiltrat- 
ing, partial resection was performed, and the area 
excised was studied and found to have atypical 
structural characteristics in perfect accord with the 
histological preparation made at the time of biopsy. 
In this group the most interesting evidence produced 
was the preponderance of the malignant form of the 
tumor over the benign type. This is in agreement 
with the statistics of other authors. 

In the second group, several facts are to be con- 
sidered to explain the discrepancy between the biop- 
sy report and the clinical course after operation. In 
cases in which malignancy was not revealed by the 
first biopsy, it is probable that on account of the 
numerous villous processes of the tumor a section 
of the base of the tumor which might have shown the 
malignancy was not included in the specimen re- 
moved. After electrocoagulation following biopsy, 
the thickness of the tumor was lessened and the 
base of the implant was more easily accessible and 
included in subsequent biopsy sections. Character- 
istic invading malignant cells were then demon- 
strated in the connective tissue stroma. In those 
cases in which the biopsy was malignant and the 
postoperative course was benign, the apparent dis- 
crepancy is explained by the fact that the malignant 
tumor was completely removed by the initial elec- 
trocoagulation therapy. When a second biopsy was 
taken later, the biopsy tissue appeared normal and 


























contained no signs of the pre-existing tumor because 
it had been thoroughly destroyed. 

In the third group of cases, in which the biopsy 
was doubtful at the initial examination, the biopsy 
was repeated two or three times without revealing 
absolute proof that the tumor was benign or malig- 
nant. In the doubtful cases in which the postopera- 
tive course proved to be that of a benign tumor, it 
is probable that any malignancy that might have 
been present was in the initial stage and was com- 
pletely destroyed by the electrocoagulation treat- 
ment following biopsy. In the doubtful cases in 
which malignancy was not proved until after re- 
peated biopsies, the discrepancy is explained by the 
fact that a portion of the base of the tumor showing 
atypical cells was not included in the biopsy speci- 
men. The malignancy in the tumor persisted in 
spite of repeated electrocoagulation treatments. 

From these interpretations, the importance of 
obtaining a portion of the base of the tumor in a 
biopsy section is made evident. Sufficiently large 
pieces should be taken from different parts of the 
tumor, care being taken to avoid necrotic areas. A 
careful and painstaking histological technique 
should be employed. Repeated biopsy examinations 
at 2 or 3 month intervals should be carried out in 
cases of persistent or recurrent tumors to avoid over- 
looking possible malignant tumors and to determine 
the need of extensive electrocoagulation therapy. 

BLACKWELL Marxuay, M.D. 


GENITAL ORGANS 


Retropubic Prostatectomy. R. Licu, Jr., O. GRANT, 
and J. E. Maurer. J. Urol. Balt., 1949, 61: 930. 


The authors present a comparative study of 65 
retropubic and perineal prostatectomies; both of 
these operations are extravesical surgical procedures. 
They note that Millin’s technique of retropubic pro- 
statectomy has been received in the United States 
with interest in spite of the adverse criticism ac- 
corded similar techniques by Von Steckum in 19009, 
and by Jacobs and Casper in 1933. The authors 
believe that the antibiotics of today have afforded 
the necessary surgical courage to invade the vulner- 
able space of Retzius. They describe the surgical 
anatomy, and both the conservative and radical 
retropubic techniques of prostatectomy. The op- 
erations are well illustrated. 

The average age of patients undergoing perineal 
prostatectomy was 68.8 years; the age of those hav- 
ing the retropubic prostatectomy was 68.1 years. 
Vesical catheter drainage averaged 10.1 days in 
cases of perineal, and 6.0 days in cases of retropubic 
prostatectomy. In the last 26 retropubic operations, 
the catheter was removed earlier, which reduced the 
average period of drainage to only 4.9 days. The 
postoperative sojourn for the perineal operation was 
17.9 days as against 12.3 days for the retropubic 
operation; patients having the latter operation ex- 
perienced a more comfortable and more active post- 
operative convalescence. Forty-three (66.1%) pa- 
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tients in the perineal group required blood trans- 
fusions while only 8 (12.3%) patients of the retro- 
pubic series required blood replacement. In the re- 
tropubic series the average postoperative period 
necessary before the urine was microscopically (not 
culturally) normal was 31 days, while in the perineal 
group this result was accomplished in 27 days. 
Seven patients of the perineal series suffered tem- 
porary stress incontinence of less than 19 days and 
another patient suffered incontinence of almost 3 
months’ duration, while in the retropubic group 
there were only 3 instances of stress incontinence 
(in 2 cases, 5 days and in 1 case for more than 2 
weeks’ duration). Latent hemorrhage occurred in 
2 patients of the retropubic series, while bleeding 
occurred once in the perineal group. There occurred 
one instance of suprapubic fistula in a patient with 
an unusually large diverticulum following the re- 
tropubic technique. Chondritis of the symphysis 
pubic occurred twice in the retropubic, while none 
was seen in the perineal group. 

The incidence of cancer of the prostate in the 
perineal series was 8.2 per cent; in the retropubic 
series cancer was observed in 5.1 per cent. Radical 
retropubic or perineal procedures were carried out 
when the diagnosis of cancer was made at operation. 
In 3 cases of the retropubic series, cancer was un- 
suspected and was revealed after histologic exami- 
nation of the specimen; it seems to be more difficult 
to detect carcinoma during the retropubic than dur- 
ing the perineal prostatectomy. This fact seems to 
constitute a distinct disadvantage of the retro- 
pubic operation. 

One death occurred among the patients who had 
perineal operations. There were no deaths in the 
retropubic series. 

Retention of potency after retropubic prostatec- 
tomy is high and it approaches that of transurethral 
resection, while impotence is the rule after perineal 
prostatectomy. ROBERT TuRELL, M.D. 


Varicocele. Raymonp O. Otson and Eric P. STONE. 
N. England J. M., 1949, 240: 877. 


The authors present a critique of the varicocele 
syndrome and the results they obtained from a new 
operation done on 25 patients. The pathologic 
physiology was reviewed and attention was drawn 
to the concept of dual venous drainage of the deep 
and superficial systems (Fig. 1). 

The clinical picture was described in detail. It 
was stated that a coexistent hernia may be present 
in 25 per cent of the cases. In most instances it is 
possible to evaluate the symptoms and to establish 
whether they are due to the varicocele, a coexistent 
varicocele and hernia, or to one of the ill-defined 
syndromes of orchidalgia or chronic epididymitis. 

Of therapeutic importance is the fact that the 
textbooks have as yet not assimilated the new liter- 
ature and still offer a pessimistic outlook. Usually, 
the symptoms are ascribed to overcongestion from 
unfulfilled sexual desires, scrotal fixation in psycho- 
neurosis, and other poorly defined causative factors. 
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Fig. 1 (Olson, Stone). Diagram of the venous drainage 
of the scrotal contents (adapted from Javert and Clark). 
Primary system—internal spermatic, ductus deferens and 
external spermatic veins (in white). Secondary system— 
superficial epigastric, superficial internal circumflex and 
cremasteric veins, and, through scrotal tributaries, the 
superficial and deep pudendal and the internal pudendal 
veins (in black). 


As a consequence, surgery is considered unwise. 
The authors took issue with these views and pointed 
out that the role of psychoneurosis in this condition 
has been overemphasized and the pessimistic atti- 
tude toward surgical treatment is not warranted. 
They pointed out that a patient with typical vari- 
cocele symptoms can be effectively relieved by the 
high ligation technique which is attended by very 
little risk of operative complication; the low liga- 
tion operative procedure has been abandoned. 

The technique of the high ligation procedure is 
as follows: 

Through an oblique inguinal incision the external 
oblique fascia is split through the external ring to 
allow better exposure and a more effective hernior- 
rhaphy. The spermatic cord is completely freed to 
the level of the internal ring. It is believed that 
this step allows for better eventual testicular sus- 
pension. The cremasteric fascia is opened longi- 
tudinally, and the internal spermatic vein isolated. 
Usually, one large vein, approximating a pencil in 
size, is found and is ligated at the internal ring, as 
is a secondary smaller vessel if present. In this 
series 15 patients had one vein, and 10 presented 
two veins which in all cases were found to anas- 
tomose retroperitoneally. A segment of the vein 
from 2 to 5 cm. in length is excised, and the proxi- 
mal end is allowed to retract retroperitoneally. 
Careful search is then made for a hernial sac. If 
found, it is dissected free, and the sac is ligated. 
Testicular suspension, which is next carried out, is 
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considered very important for the final result. 
Three techniques are followed: the distal vein stump 
is pulled proximally and sutured through the cre- 
masteric fascia to the internal oblique muscle; the 
cremasteric fascia is closed transversely; and a 
further tightening of the lax spermatic cord is ob- 
tained by suture of the conjoined tendon under the 
cord to the shelving inguinal ligament. This lifts 
the cord by the mere presence of tissue beneath it. 
The external oblique muscle is then resutured above 
the cord. Silk suture material is used throughout 
the procedure. Postoperatively, the patient wears 
a suspensory for 2 weeks. He is allowed to be am- 
bulatory on the first postoperative day and is eligi- 
ble for discharge on or after the sixth postoperative 
day. RoBERT TuRELL, M. D. 


Malignancy in Cryptorchidism. Wrt.iam A. Car- 
ROLL. J. Urol., Balt., 1949, 61: 396. 


Recapitulation of the reported incidence of cancer 
in cryptorchidism reveals a marked variance in sub- 
mitted statistical analyses and conclusions. To 
study the problem, the author submitted a question- 
naire to each active and associate member of the 
Western Section of the American Urological Associa- 
tion and to each member of the American Urological 
Association. 

An examination of the statistics, which showed a 
high incidence of cancer in cryptorchids when com- 
pared to the incidence of undescended testes in gen- 
eral, revealed a similar pattern was followed in as- 
sembling the data: (1) individual series with a small 
number of malignant tumors; (2) compilation of re- 
ported series supplemented with estimated or hy- 
pothesized figures from reliable sources for the miss- 
ing data required for statistical purposes. 

Four groups of figures were necessary for either of 
these two approaches to statistical tables: (1) total 
male hospital admissions or estimated total male 
population; (2) total or estimated total number of 
patients with malignant testicular lesions; (3) total 
number of patients with cancers in undescended 
testes; (4) total or estimated total number of patients 
with undescended testes. 

A careful consideration of these four prerequisites 
to the statistical tables revealed numerous assump- 
tions, estimations, and, according to the author, fal- 
lacious conclusions. It was apparent that the sub- 
ject did not lend itself to acceptable statistical re- 
view. Hence the author submitted his questionnaire. 

Of the 662 replies, 76 per cent of members of the 
American Urological Association and 81 per cent of 
members of the Western Section of the American 
Urological Association had never seen a malignant 
undescended testis. One hundred and twenty-six 
members of the American Urological Association and 
33 members of the Western Section, American Uro- 
logical Association, reported a sum total of 285 ma- 
lignant tumors in cryptorchids seen by them. 

On the basis of this study, the author concluded 
that malignant testicular tumors are rare; cancer in 
cryptorchidism is still more rare and should be class- 














ified according to its anatomical location; the inci- 
dence of cancer in cryptorchidism from the actual 
cases reported is so minute that the malignancy po- 
tential cannot be used as an indication for either orchi- 
dopexy or orchectomy. Peter L. Scarpino, M.D. 


MISCELLANEOUS 


Streptomycin in Urogenital Tuberculosis. A. C. 
ABERNETHY and H. H. Epersrock. J. Urol., Balt., 
1949, 61: 410. 


Ten patients with genitourinary tuberculosis who 
had failed to respond to other forms of therapy were 
treated with streptomycin. The findings in these 
cases are submitted by the authors as a preliminary 
report. The effectiveness of streptomycin having 
been demonstrated both in vivo and in vitro, the 
authors were stimulated to use streptomycin as an 
adjunct to other accepted forms of therapy. 

The therapeutic regimen consisted of the adminis- 
tration of streptomycin, 0.3 gm. intramuscularly 
every 3 hours with a maximum total dosage of 400 
gm., 1 dram of choline chloride daily, when toler- 
ated, and surgical removal of the tuberculous organ 
when possible. 

Ten cases of genitourinary tuberculosis were re- 
ported in detail. Under treatment, 3 tuberculous 
sinuses closed. Of the 4 patients with apparent 
renal tuberculosis, 1 patient was treated surgically, 
in 1 the process appears to be arrested, 1 is definitely 
improved, and the fourth patient expired. There 
were 3 patients with involvement of the ureter. One 
of these died, and autopsy showed that no healing 
had taken place; in 1, the ureter was removed, and 
in 1 the ureter appeared normal by excretory uro- 
gram following therapy. 

Of the 7 patients with tuberculous cystitis, 1 died 
and showed no evidence of healing, in 4 the process 
(cystoscopically) appeared arrested; and 2 were sub- 
jectively improved. 

In 2 patients with testicular tuberculosis in a soli- 
tary remaining testis, there was evidence of arrest 
of the process. 

It was difficult to evaluate the response of tuber- 
culous prostatitis to the therapy employed; however, 
all patients were clinically improved. Pyuria cleared 
in 7 patients, was improved in 1 patient, and was 
unchanged in 1. None of the patients had been fol- 
lowed more than 20 months. 
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On the basis of this experience, the authors con- 
clude that streptomycin will produce improvement 
in the general status oi the patient and clear the 
urine of tubercle bacilli, albeit a temporary effect. 
The use of choline chloride is not well understood. 
The toxic effects of the therapy were relatively mini- 
mal. All patients developed transient dizziness. One 
patient sustained some hearing loss and another, 
destruction of vestibular function. 

PeTER L. Scarp1no, M.D. 


Urinary Tract Calculi. j. C. Kimsproucs and J. C. 
Denstow. J. Urol., Balt., 1949, 61: 837. 


The authors discussed the incidence, etiology, 
diagnosis, and treatment of urinary calculi occurring 
in 15 recumbent patients with bone injury, as ob- 
served at the Walter Reed General Hospital, 
Washington, D.C. During the period of investiga- 
tion of these patients, there were about 800 other 
hospitalized patients who had been immobilized for 
long periods of time because of bone injury. A great 
many of these patients had suffered injuries during 
the past World War. The shortest period noted for 
calculi formation was 74 days and the longest period 
was 1,200 days, with an average of 362 days or 
mean time of 272 days. Etiologically, urological in- 
fection was not important, but a reduced fluid intake, 
urostasis, and foca! infection (osteomyelitis) were of 
great importance. 

The long period of immobilization required to 
produce urolithiasis suggests that the condition may 
be due to damage of the renal epithelium by some 
prolonged active process or disturbed calcium me- 
tabolism. 

Proper prophylactic care against the formation of 
urolithiasis is outlined in some detail, but the au- 
thors stated that it is difficult to carry out an ade- 
quate regimen of fluid intake, diet, movement, and 
chemotherapy for all immobilized patients in a large 
service such as theirs. The authors believe that good 
results are possible if patients susceptible to uro- 
lithiasis are selected and preventive measures are 
applied. 

The preferred treatment of these calculi is re- 
moval by dissolution or spontaneous passage. Cau- 
tion is exercised during manipulative procedures. 
When these measures fail, operative therapy is in- 
stituted without further delay. 

ROBERT TURELL, M.D. 
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CONDITIONS OF THE BONES, JOINTS 
MUSCLES, TENDONS, ETC. 


Dyschondroplasia with Special Consideration of Its 
Unilateral Form (Ollier) (Ueber die Dyschondro- 
plasie mit besonderer Beruecksichtigung der sog. 
Halbseitenform [Ollier]). Hrrnz JuNncE. Zschr. 
Orthop., 1949, 78: 130. 

Roentgenograms of 5 cases of dyschondroplasia 
are presented and the clinical changes are described 
in detail. Virchow thought that dyschondroplasia 
was related to, and originated from, rickets. Von 
Recklinghausen thought that its origin could be 
traced to the fetal period. Other investigators were 
more vague in their explanations and cited endocrine 
disturbances, especially those of the thyroid gland, 
as etiological factors. One author blamed tropho- 
neurological influences as the cause of dyschondro- 
plasia. 

Occasionally, other disturbances of the mesenchy- 
mal tissues are found in patients afflicted with dys- 
chondroplasia, i.e., hemangioma, nevi, neurofibro- 
mas, familial hemolytic icterus, and anomalies of 
the blood vessels. 

Dyschondroplasia is characterized by a disturb- 
ance of the formation of intermediary cartilage. 
The result is irregular ossification with growth dis- 
turbances of the metaphyses of the long bones. 
These changes were observed predominantly on one 
side of the body but there were some foci seen on the 
contralateral side. As a rule, in dyschondroplasia 
only one side of the body is affected. There is a 
definite relation between dyschondroplasia and mul- 
tiple enchondroma. GeorcE J. Retss, M.D. 


The Indications and Results of Management of 
Joint Tuberculosis (Anzeigestellung und Behand- 
lungserfolge bei Gelenktuberkulose). PH. ERLACHER. 
Wien. med. Wschr., 1949, 99: 107. 


Joint tuberculosis never develops as a primary 
lesion but is always a metastasis. If early cases are 
studied, infiltration in the lung can almost always be 
demonstrated. In order to ascertain the time of de- 
velopment of bone foci in children, the author 
studied the first appearance of such foci in 24 early 
cases in infants. He found that first there was evi- 
dence of infiltration in the lung and then superficial 
foci in the short, small bones of the hands and feet. 
The youngest child was 6 months of age. At 1 year, 
foci were found in the superficial, long bones, as at 
the ankle or knee; at 15 months in the humerus and 
radius; at 18 months in the deeper lying long bones 
(hip) and flat bones; and at 2 years in the short, 
large bones such as the vertebrae, talus, and os 
calcis. Whereas a lung focus requires only weeks or 
months to develop, a bone focus requires months or 
years. Joint tuberculosis occurs as a result of direct 
infection of the joint capsule or as a result of spread 
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from a nearby bone focus. If one studies early 
cases, it appears that secondary infection of the 
joint from a bone focus is significantly more frequent 
than the pure synovial form. 

In management, one should bear in mind that he 
is not dealing with simply a local process but that 
general measures are of primary importance. The 
second most important measure is local immobiliza- 
tion, for which the method of choice is a closed plas- 
ter cast. The operative treatment of early cases con- 
sists of radical removal of well circumscribed bone 
foci which lie near joints. Later, in the stage of in- 
volution, operative treatment involves arthrodesis, or 
resection and arthrodesis. It has been shown that 
removal of a primary bone focus can produce healing 
without loss of motion even when a secondary syno- 
vitis has developed. On the other hand, total syno- 
vectomy in the presence of a primary synovitis ap- 
pears to be fruitless. It does not seem. possible to 
remove all of the tuberculous tissue in these cases. 

In every case the aim of management must be 
either the early excision of the primary focus, in 
selected cases, in order to save a useful mobility of 
the joint, or to obtain ankylosis in the position of 
function. There is no third course. Only in rare 
cases is arthroplasty applicable for ankylosis in 
tuberculous joints. Joun L. Luinvguist, M.D. 


Etiology of Congenital Dislocation of the Hip. Cari 
E. BapGcLey. J. Bone Surg., 1949, 31-A: 341. 


Numerous theories have been advanced as to the 
cause of congenital dislocation of the hip. Roughly, 
they fall into two categories: (1) primary germinal 
failure in the development of the posterior superior 
buttress of the ilium; (2) defective development due 
to environmental faults. 

There is noscientific evidence of any primary genet- 
ic failure of a single portion of the mesenchymal 
anlage of the hip joint mechanism, though congenital 
— can, and has been, recognized in a young 

etus. 

That mechanical factors may produce dislocation 
of the hip in postnatal life is accepted. This is not a 
satisfactory explanation for the congenital defect in 
the light of its sex, hereditary, racial, and geographic 
incidence. 

The isolation of strictly hereditary factors is in- 
creasingly difficult as the concept of interplay of 
heredity and environment grows. Many conditions 
formerly believed of hereditary origin may be devel- 
oped by environmental means. Most important in 
the production of defects is the phase of develop- 
ment at which the disturbing factor is introduced. 
In a period of rapid growth, greater abnormality will 
result from a given interference than at a relatively 
quiet period. In the maldevelopment of the heart 
valves and of the eye, failure of proper timing, em- 
bryologically, is recognized as the prime factor. 

















The gross form of a part seems to have an intrinsic 
determinant, but in later development of the part 
functionally, its relation to other components of the 
limb is increasingly affected by extrinsic factors and 
reciprocal adaptation. An inherited alteration in 
timing or an environmental interruption in the tem- 
po of operation can readily be related to defects in 
a constantly changing structure. 

Minute study of normally developing embryos 
from 8.5 millimeters to 53 millimeters shows an 
orderly and rapid adaptation of undifferentiated 
mesenchyme into the structure characteristic of the 
mature hip joint. This makes incredible the concept 
that the posterior superior border of the acetabulum 
fails to form normally because of an inherited defect 
in one bit of this mesodermal mass. 

Hereditary and extrinsic factors can surely alter 
the normal rate of growth and interfere with chrono- 
logical development by delay or stimulation of 
growth. Adaptive variations to pressure and posi- 
tion recognized in postnatal growth must admittedly 
be even more potent in the more rapid tempo of 
early prenatal growth. The recognized deformities 
characteristic of congenital dislocation of the hip, 
i.e., a Shallow socket, enlarged head to fit it, increased 
anteversion, and subluxation can all be logically 
accounted for by following through these basic facts. 

Study of the “healthy side” in a large group of 
unilateral dislocations showed pathologic changes in 
80 per cent of these so-called normal hips, which 
strongly suggests that the defect is not isolated to 
one hip but is of the pelvis as a whole. 

The author believes that congenital dislocation 
and congenital dysplasia of the hip may be regarded 
as the result of faulty development due to environ- 
mental factors extrinsic to the hip joint. An inherited 
fault in the timing of development may produce 
these extrinsic changes. Interference with the nor- 
mal dynamic reciprocal relationship of the hip joint 
components may produce the secondary adaptive 
changes which lead to this deformity. The known 
embryology of the hip joint refutes the theory of 
primary inherited failure of development of a part 
of the acetabulum. Frances E. BRENNECKE, M.D. 


The Morphology of Congenital Coxa Vara (Zur 
Morphologie der Coxa vara congenita). Kurt 
LINDEMANN. Zschr. Orthop., 1948, 78: 47. 


Congenital coxa vara is not a disease entity. It is 
a hypoplastic malformation of the skeleton. There 
are 2 types: the primary type develops in the fetal 
period and may lead to large defects of the femur; 
the other type develops in infancy and is caused by 
an inherent weakness or hypoplasia of the subcapital 
epiphysis, greater trochanteric epiphysis, and ischio- 
pubic epiphysis. This deformity was observed in 
2 twins. 

Primary congenital coxa vara was observed in a 
19 months old boy whose only complaint was a limp 
favoring the affected extremity. The roentgenogram 
showed absence of the ossification center in the 
femoral head of the affected side, with flattening of 
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the acetabulum, and thickening of the femoral neck, 
but no dislocation. Another child, 6 months old, 
showed shortening of the femur, clubfoot, and flat- 
tening of the acetabulum and the proximal upper 
femoral epiphysis on the same extremity. Roent- 
genograms were taken every year and at the age of 
12 the appearance of the originally deformed hip was 
essentially normal. The treatment consisted only 
of continuous nonweightbearing on the affected side. 
The author points out that primary coxa vara con- 
genita may heal spontaneously. 
GeorcE I. Reiss, M.D. 


Congenital Dysplasia of the Hip Joint. Relation- 
ship Between Congenital Subluxation and 
Congenital Dislocation. VERNON L. Harr. J. 
Bone Surg., 1949, 31-A: 357- 

Congenital subluxation of the hip, as a distinct 
entity, has not been recognized in America as clearly 
as in Europe. The problems of congenital dysplasia 
of the hip are made clearer by an understanding of 
the pathogenesis of subluxation. 

If in fetal life a shallow socket forms, or there is a 
primary dysplasia of the acetabulum, five possibili- 
ties for the future of the hip joint are present: (1) 
complete dislocation; (2) incomplete displacement 
between the femoral head and the flat socket with 
some articular contact persisting and without cap- 
sular interposition—the entity under discussion; (3) 
no displacement between femoral head and the shal- 
low acetabulum; (4) a rare, extreme dysplasia and 
general malformation of hip structures; (5) the dys- 
plastic hip displaying the rare phenomenon of spon- 
taneous recovery. 

Acknowledging the varying potentials for recovery 
or repair inherent in the dysplastic hip, the most im- 
portant factor in influencing treatment is that of 
age. A favorable mechanical and functional position 
obtained and maintained before weight-bearing 
prevents secondary pathological changes. At this 
early age, subluxation is common, and dislocation 
rare. Subluxation often persists throughout life as an 
entity, and often coexists with dislocation of the op- 
posite hip. These conditions possess a common 
etiology. 

Residual subluxation exists in a hip previously 
dislocated, when only partial replacement of the 
head in the acetabulum is secured by open or closed 
manipulation. 

Not all congenital displacements of the hip should 
be explained by a single mechanism. The author 
limits his study to those caused by aplasia (of genetic 
origin) of the posterior superior portion of the acetab- 
ulum. Other structures of the hip joint may share 
in the dysplasia. The sequelae are explainable on the 
basis of laws of bone growth, aseptic necrosis, and 
traumatic osteoarthritis. 

A review of the literature presents evidence that 
many authors have recognized subluxation as a state 
distinct from classical dislocation of the hip, and not 
just as its precursor. Familial tendency to affections 
of the hip in this category is well known, but less 








588 


regularly has dysplasia of the “ well” side been recog- 
nized in a child with a unilateral dislocation. Fre- 
quently symptoms referable to the dysplasia do not 
appear until adolescence or early adult life. The 
advanced osteoarthritis of middle age is frequently 
secondary to a hitherto “‘silent” subluxation. 

Residual subluxation, i.e., incomplete reduction of 
a dislocated hip, remains a fixed condition especially 
because of the inadequate acetabular roof. The 
trauma of instability over the years leads to osteo- 
arthritis roentgenographically identical with that 
present in congenital subluxation. 

Faber, in 1937, reported studies on patients and 
families which led to his concept of a hereditary de- 
fect in the joint, common to dislocation and sublux- 
ation. ; 

Surgicai exploration of the hip in children under 
4 years of age shows a high incidence of subluxation, 
with some portion of the head of the femur in contact 
with articular cartilage of the acetabulum. 

Frances E. BRENNECKE, M.D. 


The Synovial Membrane of the Knee in Pathologic 
Conditions. Rosert Sorur. J. Bone Surg., 
1949, 31-A: 317. 

The gross changes of color and consistency in 
synovial membrane are familiar to all surgeons who 
open knee joints, but the pathologic changes and 
etiologic factors of these changes can only be de- 
termined by microscopic study. 

Numerous studies have contributed to the now 
accepted facts that synovial membrane is (1) mesen- 
chymal in origin, (2) active primarily in a manner 
similar to reticuloendothelial tissues, and (3) able 
to adapt morphologically to varying mechanical or 
pathological conditions. 

The histological classification of Key, based on the 
nature of subjacent layers rather than on surface 
morphology, is adopted by the author, i.e., adipose 
type of synovium over articular fat pads, fibroareolar 
type where pressure and pull predominate, and 
fibrous type of synovium over tendons and liga- 
ments. The author adds a muscular type covering the 
suprapatellar pouch. Studies have been based on 
biopsy of the infrapatellar fat pad which is affected 
early by pathologic change, and is readily accessible. 

The histology described by Key was confirmed in 
the normal human and rabbit and is well illustrated 
in photomicrographs. Studies were then carried out 
in man and rabbits in three joint conditions, i.e., 
ruptured menisci, hemarthrosis, and chronic hyper- 
trophic villous arthritis. The literature is exten- 
sively reviewed in each instance. Excellent photo- 
micrographs follow the tissue changes over a long 
period of time in each instance. The histological 
changes observed in man are closely reproduced in 
animals experimentally by the use of irritants com- 
parable to those initiating similar states in man. 
The descriptive terms used in evaluating these tis- 
sue changes are defined as follows: “‘synovial ac- 
tivity’’ means an increase in number and importance 
of folds and villi; irregularity of the free border and 
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desquamation; multistratification of the intima; dis- 
appearance of the adipose vesicles of the external 
layer and appearance of collagen bands; and sclerosis 
of vascular walls. “Infiltration” is defined as multi- 
plication of free cells (normally rare), and appearance 
of new circulating cells. Using these terms, the 
changes arising in the synovial membrane in the 
presence of meniscal tears are mechanical, contin- 
uous, and progressive, with fibrosis predominating. 
In hemarthroses, the changes are of a chemical na- 
ture (endogenous proteins), rapid but short-lived, 
with early return to normal tissue. In villous ar- 
thritis, the phenomenon of Arthus is reproduced in a 
joint; therefore, an allergic response occurs intensely, 
diffusely, and over a long period of time. 

These changes are so characteristic that biopsy of 
the infrapatellar fat pad is suggested as a precise 
means of establishing the etiology of a morbid proc- 
ess in the knee. Frances E. BRENNECKE, M.D. 


SURGERY OF THE BONES, JOINTS 
MUSCLES, TENDONS, ETC. 


Further Studies in Articular Replacement. STEPHEN 
S. Hupack and J. WaALLAcE Biunt, Jr. Am. J. 
Surg., 1949, 77: 600. 


About ten years ago the authors attacked the 
problem of joint replacement on an experimental 
basis. Since fixation of replacement elements to bone 
causes stress concentration, and thus bone and tissue 
death, a new diffuse method of fixation of the stress- 
bearing elements was tried. A dynamic relation of 
the replacement element and the host tissue was 
achieved in dogs, and the idea of joint replacement 
without fastening at any specific points was feasible. 

The text and illustrations demonstrate a type of 
internal prosthesis to be used in replacing the femur 
proximal to the subtrochanteric area and the hu- 
merus in its proximal third. An acrylic plastic model 
is made from dimensions gained from the patient’s 
roentgenograms. This model is firmly attached to a 
long metallic intramedullary nail. 

The operative technique and certain principles are 
explained. Wide excision of the whole synovial lin- 
ing of the hip joint is stressed in order to denervate 
the joint and obtain a painless joint. Tendinous at- 
tachments about the trochanters are left attached to 
a shell of bone. Special attention to the intramedul- 
lary canal and the relation of the prosthesis to the 
general limb alignment are important. 

Five cases of hip replacement are reported. In 1 
case operation was performed for the correction of 
aseptic necrosis following nonunion of a femoral 
neck fracture. In another (bilateral) case, operation 
was done for Marie-Strumpell spondylosis with 
ankylosed hips. In 2 cases operation was performed 
for arthritic disease of the hips. The prosthesis was 
used in one hip to replace resection for chondrosarco- 
ma. The single humeral prosthesis was used to re- 
place resection for chondroblastoma. 

The patients are reported to have gained accept- 
able joint motion with considerable relief of discom- 

















fort. In most instances, patients were followed up 
for less than 1 year; therefore the present report is 
not intended as an end result study. Speculation is 
made as to just what will happen in time, for ex- 
ample, in regard to acetabular changes. 

Kenata H. Sponset, M.D. 


Arthroplasty of the Elbow Joint (Eine Studie ueber 
die Plastik des Ellenbogengelenkes). A. VocL. 
Zschr. Orthop., 1948, 78: 21. 


In the 8 cases in which arthroplasties of the elbow 
were done the following criteria were followed: 

The patient must be young; the muscles about the 
elbow must be intact and able to move the elbow 
joint; and there must not be an infection of the bones 
close to the elbow joint. 

A semicircular incision was made from 3 to 4 cm. 
above the olecranon. The triceps muscle was cut 
along a line from a lateral point above to a medial 
point below. The olecranon was dissected free from 
the humerus. The head of the radius was excised. 
The distal end of the humerus was shaped into a 
wedge to leave the lateral and medial sides intact. 
The space between the olecranon and the humerus 
was kept fairly large. A thin layer of tissue found 
between the fascia proper and the subcutaneous 
tissue was placed between the bone ends, the fatty 
side being turned toward the humerus. The inter- 
posing membrane covered all of the gliding surfaces. 
Fatty tissue is less likely to be destroyed by lack of 
oxygen, and therefore there is less chance of necrosis 
when this tissue is used than when fascia is used. The 
triceps is resutured with its ends slightly apart. The 
drains are removed between the third and eighth 
days and the cast is removed on the fourteenth day. 

The physical findings and roentgenograms of the 
8 arthroplasties are presented. The results were 
uniformly good. GrorcE I. Reiss, M.D. 


Tendon Transfers and Arthrodeses in Combined 
Median and Ulnar Nerve Paralysis. J. Witt1AM 
LittLer. J. Bone Surg., 1949, 31-A: 225. 


Injuries involving both the median and ulnar 
nerves may result in great functional loss. Excellent 
extrinsic muscle function and good sensation may 
return after nerve suture, but the hand frequently 
is clawed and rendered almost useless through the 
loss of thumb opposition and finger extension. The 
pulp atrophy which often accompanies nerve injury 
is a severe disability and makes the already im- 
paired pinch mechanism ineffectual. 

This article demonstrates how the deformity can 
be overcome partially by appropriate tendon trans- 
fers and arthrodeses designed to restore muscle 
balance and to bring the thumb and fingers into a 
functional position. An effort has been made to 


simplify the transfer of the tendons, as it is impos- 
sible to compensate for all the complex intrinsic 
muscle functions. Frequently only the most im- 
portant intrinsic functions can be considered. 

The various tendon transfers and arthrodeses are 
discussed in detail. 


Correct evaluation of the par- 
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tially paralyzed hand must be made and available 
tendon power must be concentrated where it will 


be effective in restoring useful function. Proper 
arthrodeses will provide stabilization and make ad- 
ditional power available for transfer. Not infre- 
quently, it is necessary to fuse the wrist or the 
thumb, or both, in a position of function, and to 
transfer wrist extensor tendons if a good pinch and 
grasping mechanism is to be gained. In badly 
crippled hands only a pinch mechanism may be 
possible, but to that end we should concentrate our 
effort; if we attempt more, potential power may be 
dissipated and a useless hand will result. 

The article is accompanied by excellent photo- 
graphs and drawings and contains many important 
practical considerations. Rupotps S. Reicu, M.D. 


ae for Slipping of the Epiphysis of the Fem- 
oral Head. GuNNAR WIBERG. Acta orthop. scand., 
1948, 18: 4. 


The present report is based on 38 cases of slipped 
epiphysis. In these patients, the condition was con- 
sidered mechanically suitable for pinning with a 
flanged nail, as a method of maintaining position. 
Thirty-six hips were pinned without previous re- 
duction; one required closed reduction and another 
required open reduction. Necrosis of the head oc- 
curred in 2 cases (one in which closed reduction had 
been done), and fracture of the femur secondary to 
the pinning occurred in 2 cases. 

The author theorizes that changing the position 
of the nail and adding trauma to the femoral head 
may contribute to the development of aseptic ne- 
crosis. He believes also that the nail should not be 
driven deeply into the epiphysis, but should just 
enter the epiphyseal cartilage, thus causing minimal 
injury to the circulation of the epiphysis. 

The increased burden on the opposite, unaffected 
hip has been considered a factor in producing slip- 
ping on that side also. This occurs in 15 to 25 per 
cent of cases. The author permitted early weight- 
bearing on the side operated upon and thereby 
spared the “‘well” hip. In a series of 24 cases, the 
opposite hip was involved in 20 per cent, suggesting 
that the increased burden is unimportant. 

The author believes that gentleness in reduction 
is very important and that open reduction may be 
less traumatic than closed reduction. An excellent 
result was obtained in his 1 case of open reduction. 

NEwrTon C. MEAp, M.D. 


Open or Bloodless Treatment of Clubfeet (Blutige 
oder unblutige Klumpfuss-Behandlung). ARNOLD 
SONNENSCHEIN. Acta orthop. scand., 1949, 18: 266. 


Early treatment of congenital clubfeet is essential 
for success. Only occasionally is an elongation of the 
Achilles tendon necessary. As a rule, adequate im- 
mobilization in a plaster of paris cast, followed by 
proper aftertreatment, produces in children a nor- 
mal foot, but leaves a certain degree of deformity in 
adults. Therefore open operation is indicated only 
when other measures fail. 
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The treatment of clubfeet in infants consists of 
passive motions, namely, correction of the supina- 
tion of the posterior portion of the foot, of abduction 
of the anterior part of the foot, and of the equinus 
position. Following correction, a flannel bandage is 
applied to the feet in a position of pronation until the 
next exercise. The treatment is instituted during the 
second week of life. A plaster of paris splint is 
applied in the sixth week, and 2 weeks later, after 
a greater correction of the faulty position of the 
feet, it is replaced by another splint. The splints are 
removed three times a day to allow passive exercises. 
A “redressment” is done in the third month of life. 
A manual stretching of the soft tissues brings the 
subluxated bones into proper position. 

The astragalus can be reached only indirectly by 
action on the os calcis. The equinus position is tem- 
porarily disregarded. The cast remains in place 3 
months. After removal of the cast an overcorrection 
is accomplished and an elongation of the Achilles 
tendon, if necessary, is obtained by tenotomy. 

The author usually employs the subcutaneous 
section of the tendon in an oblique direction. The 
second cast is applied for 3 months. 

After removal of the cast, splints are worn for 1 
year and after that orthopedic shoes are used up to 
the sixth year of life. 

In adults the manual treatment of clubfeet is 
followed by redressment and employment of an 
osteoclast. The manual redressment over a wooden 
wedge is followed by the application of a cast. After 
2 months the osteoclast is used and a subcutaneous 
oblique tenotomy of the Achilles tendon is performed. 
The foot remains in the second cast from 3 to 4 
months, after which time the patient begins wearing 
an apparatus or an orthopedic shoe. 

Of 152 patients treated by the author, 108 were 
younger than 1 year. The results were perfect in 76 
infants, satisfactory in 23, and unsatisfactory in 9. 

The results were satisfactory in 32, and unsatis- 
factory in 12, of 44 patients from 15 months to 
35 years old. JosrrH K. Narat, M.D. 


Operative Treatment of Clubfoot in Older Children 
and Adults. Henrik Sréren. Acta orthop. 
scand., 1949, 18: 233. 


The author draws upon his own experience and 
that of others in the formulation and execution of 
thé method he uses to correct the severe neglected 
clubfoot. He disapproves of one-stage operations 
which often lead to partial gangrene or poor correc- 
tion, and he believes that extensive wedge resection 
in the bony operation leads to a short, distorted 
foot. Another firm conviction is that the apparent 
inward torsion of the tibia in patients with clubfoot 
is really inversion of the calcaneus on the talus. 
When this apparent torsion persists after surgery, he 
believes that the inversion of the calcaneus was not 
corrected at surgery. 

His program is carried out in two or three sessions 
with soft-tissue correction preceding the final stage 
bone operation. In this manner, he is able to keep 
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bone removal to a minimum, and thereby maintain 
all possible foot length. 

The first stage is the soft-tissue operation on the 
medial side of the foot and leg. This includes di- 
vision of the contracted fascia and ligaments, the 
plantar aponeurosis, and the posterior insertion of 
the plantar muscles. The tibialis anterior tendon is 
divided preparatory to transplantation to the dor- 
sum of the foot, since it has become an adductor in 
the deformity. A longitudinal incision is made me- 
dially in the lower leg, and the tibialis posterior 
tendon and the flexor tendons are lengthened. This 
wound is then closed. It is necessary to fashion a 
flap or a double-end sliding graft to cover the opera- 
tive wound on the foot and, in a few days, the skin 
defect more dorsally is covered with a Thiersch 
graft through a window in the cast. Calluses and 
bursae are not removed, since they disappear spon- 
taneously. 

The second stage of the operation is performed in 
about 4 weeks. The Achilles tendon is lengthened 
with preservation of the lateral calcaneal insertion, 
and other soft tissues are divided. The changes in 
the relative sizes of the contacting talus and the 
malleolar cleft may offer resistance to dorsiflexion 
which cannot be corrected in this operation. The 
heel is pulled down by means of a wire through the 
os calcis. This may be incorporated in the plaster or 
may be utilized for continuous traction, as required. 
A residual 10 to 15 degrees of equinus due to bony 
ankle deformity is overcome in the final bone opera- 
tion. At this stage the posterior processes of the os 
calcis may be found underdeveloped. With correc- 
tion of the equinus, the tibialis anterior tendon is 
transplanted to the base of the second or third 
metatarsal. 

The final stage of frontal and horizontal wedge 
osteotomy is performed 4 or 5 weeks later. The ex- 
posure of the tarsal joints is accomplished without 
division of the peroneal tendons. The frontal wedge 
is taken into, or anterior to, Chopart’s joint and, 
similarly, the horizontal wedge in or below the talo- 
calcaneal joint. It does not seem to matter whether 
one does a full arthrodesis or takes the wedge outside 
the joint, provided the chiselling is in the right place 
and is sufficient to obtain full or slight overcorrec- 
tion. For the equinus position which still remains, 
the wedge osteotomy of the calcaneus is made broad- 
er anteriorly and the frontal wedge is corresponding- 
ly adjusted. In this way the equinus foot is corrected 
without producing the rocking foot. 

Twenty-one clubfeet in 15 patients have been 
operated upon by this method. Several series of 
photographs are included to demonstrate the prin- 
ciples of treatment. Follow-up examinations are 
made up to 8 years and the results appear most 
satisfactory; in fact, the preoperative and post- 
operative illustrations are quite striking by com- 
parison. After correction, all patients wore ready- 
made factory shoes. 

In the discussion, the author mentions two de- 
formities that are not influenced by this operation: 

















first, in some cases a compensatory valgus position at 
the ankle joint may lead to an arthrosis; secondly, 
atrophy of the posterior calcaneal process may lead to 
difficulty in keeping shoes on, and less often to in- 
sufficient weight-bearing surface of the heel. 
Kenata H. SponsEL, M.D. 


Removal of the Base of the Proximal Phalanx in 
Hallux Rigidus. Eri Srverin. Acta orthop. 
scand., 1948, 18: 77. 

The author reviews a series of 37 operations in 31 
patients after a period of 3 to 8 years following sur- 
gery. All of the patients had suffered from hallux 
rigidus, and all were operated upon by the same pro- 
cedure. The operation consists of the removal of 
from one-half to two-thirds of the proximal portion 
of the proximal phalanx through a medial longi- 
tudinal incision. An osteotomy is made at right 
angles to the phalanx, and no periosteum is left in 
the area of resection. The surface of the metatarsal 
head is then trimmed, and all hypertrophic exos- 
toses, except on the plantar surface, are removed. A 
small, soft tissue flap is turned in over the resected 
surface of the phalanx if such tissue is available. The 
toe is then bandaged in neutral position except for a 
few degrees of plantar flexion. Movements are begun 
on the fifth day, and weight-bearing is allowed after 
the tenth day. 

The functional results of this simple operation are 
excellent. Only one failure is noted in the series; 31 
operations were followed by symptom-free activity, 
and all patients were doing normal work without 
difficulty. The one failure resulted from the forma- 
tion of a long, lateral horn of bone from the remain- 
ing portion of the phalanx, which gave painful con- 
tact with the metatarsal head. Reoperation was 
successful. 

It is important to remove“%rom one-half to two- 
thirds of the proximal portion of the phalanx, other- 
wise insufficient joint space will remain, and painful 
contact may result. If too great a portion is re- 
moved, the toe may become flail and unstable. 
There is a tendency to dorsiflexion following the 
operation, and this can be overcome by bandaging 
the toe in slight flexion at the time of operation. 

NEwtTon C. MEap, M.D. 


FRACTURES AND DISLOCATIONS 


The Importance of Intramedullary Nailing for the 
Treatment of Pseudarthrosis (Ueber die Bedeu- 
tung des Marknagels fuer die Behandlung von 
Pseudarthrosen). H. Nussett. Chirurg, 1949, 20: 
ait. 


Since fractures of the long bones have been treated 
at an increasing rate by traction, the incidence of 
pseudarthrosis due to overextension has definitely 
grown. Treatment of pseudarthrosis due to bone 
defect by grafting only is often doomed to failure, 
especially in lesions close to a jojnt. Intramedul- 
lary nailing permits exact fixation and ideal support 
of the graft with a minimum of wiring, only one 
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wire at each end being necessary. Torsion, dislo- 
cation, or fracture of the graft is prevented by this 
method. Furthermore, the transplanted bone need 
not be nearly as long as in grafting without nailing. 
The routine procedure is to make the transplant 
long enough to assure an area of contact between 
the graft and the fractured bone of 4 cm. at each 
end. In many cases this causes a considerable de- 
fect in the tibia from which the graft is taken. If, 
however, the graft is supported by an intramedul- 
lary nail, a much shorter plane of contact is suf- 
ficient to secure correct healing. 

Also in cases in which pseudarthrosis is not due 
to bone defect but to poor alignment, intramedullary 
nailing gives excellent results. In appropriate cases 
percutaneous nailing is possible; this avoids the 
dangers of open bone work which are especially 
great in war wounds. WERNER M. Sotmitz, M.D. 


The Late Results of Operative Treatment of Re- 
current Dislocation of the Patella. M. FELLAN- 
DER. Acta orthop. scand., 1948, 18: 157. 


The causes of dislocation of the patella may be con- 
genital, as in defects of the femoral condyles or in 
the quadriceps muscle, the vastus medialis being de- 
ficient and the vastus lateralis being relatively too 
strong. The tibial tuberosity is sometimes placed too 
far laterally which gives the mechanical effect of a 
valgus deformity of the knee and tends to pull the 
patella laterally. Defects in the femoral condyles 
which lead to patellar dislocation are: (1) a lack of 
the groove between the condyles and a correspond- 
ing failure of the patella to develop a sagittal crest 
and two articular facets to contact the two condyles; 
(2) the lateral condyle may be poorly developed. 

Operation, if necessary, should be done before too 
many dislocations have occurred, since many recur- 
rences inevitably lead to permanent degenerative 
changes in the patella as well as in the rest of the 
joint. 

More than 70 different operations have been de- 
vised for this dislocation. Obviously, none of these 
is entirely satisfactory. The patients in the series 
here presented were operated upon by the method of 
Krogius, in which the lateral tissues are slackened 
and the median parapatellar tissues are tightened 
without entering the joint. In nearly all cases this 
was accompanied by a transposition of the tibial 
tuberosity and occasionally by some other procedure 
such as osteotomy to correct the valgus deformity. 
In 13 cases in this series the underlying disease was 
dysplasia of the femoropatellar joint; in 1 case it was 
persistent genu valgum; in 11 cases the cause was 
purely traumatic; and in 6 cases the cause was un- 
certain. 

There was a recurrence in 2 cases of bilateral, and 
in 4 cases of unilateral dislocation. All cases in which 
there had been no recurrence showed excellent re- 
sults. The author believes that the prognosis is 
worst in patients with dislocations beginning early 
in childhood and in whom many dislocations have 
occurred. The poorest results from surgery were 
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observed in “permanent” dislocations; relapses oc- 
curred in 4 of 8 cases. 

Follow-up studies were made on 14 cases of re- 
current dislocation of the patella in patients who 
were not operated upon. Osteoarthritis of a more or 
less severe degree developed in 12 of these; the 2 
remaining patients obtained complete recovery. 

Three patients with permanent dislocations had 
surprisingly good function despite their osteoar- 
thritis. 

The author believes that recurrent patellar disloca- 
tions should be operated upon as early as possible, 
and that permanent dislocations which would show 
poor results following operation, and which manifest 
no serious symptoms if left alone, should not be 
operated upon. 

The Krogius operation combined (in suitable cases) 
with transposition of the tibial tuberosity gives good 
results. The prognosis is favorable when the outline 
of the femoropatellar joint is normal and no serious 
changes exist in the cartilage. The more marked the 
dysplasia of the femoropatellar joint, the greater is 
the risk of recurrence. Newton C. MeEap, M.D. 


A Comparative Study of Methods of Treatment of 
Diaphyseal Fractures of the Leg. GustTar- 
Apotr Lanporr. Acta orthop. scand., 1948, 18: 37. 


It has appeared in the recent literature that treat- 
ment of shaft fractures by traction has given results 
less satisfactory than immobilization in plaster or 
by internal fixation. Good control studies of com- 
parison of the various methods have been rare. 

It is difficult to know the exact time at which a 
fracture may be considered healed. The author uses 
the formation of the callus bridge, as seen in the 
roentgenogram, as his index. 

The present study deals with 3o1 cases of leg frac- 
ture in which adequate records and follow-up data 
were available. One hundred and thirty of the 
patients were under 20 years of age. Healing was 
faster in this group of patients than in those who 
were over 20 years of age. The adult group showed 
little difference in healing time regardless of age. 

The site of fracture was unimportant. Fractures 
of the lower third of the leg healed just about as well 
as those of the middle third. The type of fracture, 
whether spiral, oblique, or transverse, had little 
effect on the healing time. With the use of traction 
on 5 comminuted fractures of the tibia the healing 
time appeared to be prolonged (24.7 weeks), but the 
series was small and the many factors involved ren- 
der this figure valueless. 

A comparison of the traction-treated fractures 
(oblique) with those treated by manipulative reduc- 
tion and casts shows that those treated by traction 
took 3.7 weeks longer to heal. The factors causing 
this delay are not all understood, but even a small 
displacement of fragments was shown to have an 
unfavorable effect on callus formation. Any form 
of movement in the callus mass disturbs the forma- 
tion and deposition of calcium crystals. It is well 
known that distraction has an unfavorable effect on 
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bone healing. Frequent roentgenograms (as re- 
quired in fractures treated by traction) have a 
definitely inhibitory effect on the regenerative capac- 
ity of osteogenic tissue. 

Traction over a long period of time seemed to be 
associated with delayed union, but these figures were 
unsuitable for statistical analysis. 

Patients treated by primary open reduction and 
internal fixation (17) constituted a rather small 
group. Healing callus was observed in 12.4 weeks. 
Delayed open operation was usually required be- 
cause of overtraction, or malposition uncontrolled 
by traction, and these patients were improved fol- 
lowing operation. 

The author concludes that weight traction is less 
suitable than plaster for closed shaft fractures of the 
leg. As a means of correction, weight traction may 
be excellent; but it should be used with discretion 
and indications for its use should be within narrow 
limits, the method being resorted to only in special 
cases, i.e., in cases in which there is definite shorten- 
ing or in which repeated manual reposition plus 
fixation in plaster has failed. In obviously trouble- 
some cases, open reduction sometimes combined 
with osteosynthesis ought to be considered at the 
very beginning of treatment. Open reduction does 
not delay union. Newron C. Meap, M.D. 


Isolated Fracture of the Tarsal Scaphoid. End Re- 
sult of Scaphoidectomy (Sulla frattura isolata 
dello scafoide del tarso. Risultato a distanza scafoi- 
dectomia). M. Sotero. Chir. org. movim., 1949, 
33: 45- 

The author reports a single case of comminuted 
fracture of the tarsal scaphoid treated by scaphoidec- 
tomy. A follow-up study 5 years later revealed a 
mild varus deviation of the forefoot, but with a good 
plantar arch and an excellent functional result. 

The patient was a man 35 years of age who in- 
jured his foot in a bicycle accident. Shortly there- 
after, because of severe pain on weight bearing, he 
was admitted to the Ospedale Maggiore of Triest. 

The author gives a good résumé of the subject 
in the literature and describes the various methods 
of treatment. All authors report most favorable re- 
ports from their particular method of treatment 
whether it be arthrodesis, midtarsal resection, simple 
eer or removal of the entire fractured 

one. 

Five years later, plantar footprints of the patient 
whose case was reported revealed no difference in 
the two feet. Caro ScupEr!, M.D. 


ORTHOPEDICS IN GENERAL 


Fundamental Concepts in the Treatment of Com- 
pletely Arrested Volkmann Contracture (Con- 
ceptos fundamentales en el tratamiento del Volk- 
mann completamente constitufdo). PEpRo V. PEDE- 
MONTE. Arch. urug. med., 1948, 33: 123. 


Volkmann’s contracture is a lesion affecting the 
muscles and tendons and resulting in a disproportion 
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Fig. 1 (Hellstadius). 


between the bony and soft parts. This is illustrated 
by the act of hyperextending the wrist at which time 
the typical claw hand is created. 

To correct this deformity Pedemonte performs an 
arthrodesis on the radius and ulna. The extent of 
the fusion is precalculated to permit extension of 
the fingers during extension of the wrist. This pro- 
cedure eliminates the need for tendoplasty which in 
some instances assumes formidable proportions. 

The author is emphatic in restricting this proced- 
ure to the arrested Volkmann’s contracture. In 
cases in which contraction is still progressing he 
advises physical therapeutic and orthopedic meas- 
ures. It is considered a mistake to employ arthro- 
desis until the disease has been completely arrested. 
This is determined more from clinical studies than 
from the time element. STEPHEN A. ZIEMAN, M.D. 


A Contribution to the Question of the Origin of 
Anterior Paradiscal Defects and So-Called Per- 
sisting Apophyses in the Vertebral Bodies. 
Arvip HEttstapius. Acta orthop. Scand., 1949, 18: 
377- 


Previously the author has reported cases of dorsal 
insufficiency in which roentgenography showed a 
special characteristic lesion of the vertebral body, 
viz., a defect in the anterior part, adjacent to the 
intervertebral disc. He believes that this defect 
represents an impaction of the disc tissue into the 
vertebral body similar to the impaction of the 
nucleus pulposus into the central and posterior parts 


Fig. 2. 


Fig. 3. 


which is commonly referred to as a Schmorl’s node. 
The common mechanism of origin of the defects 
is impaction of disc tissue subsequent to a single or 
repeated trauma. About half of the cases occur in 
the teen-age group and are brought to light because 
of the symptoms. A table representing 17 defects 
in 16 individuals is presented. In 4 instances the 
lower vertebral border was affected. The author 
describes three conditions associated with these an- 
terior paradiscal defects. 

The first condition, and most common, is a dis- 
crepancy in the anteroposterior diameter of the ad- 
jacent vertebrae. The superior one is usually nar- 
rower than the one below, and the anterior-inferior 
angle of the upper vertebra impinges into the verte- 
bra below (Fig. 1.) 

Another associated condition is a rounding of the 
anterior-inferior angle of the vertebra which allows 
ri impress into the adjacent vertebral body (Fig. 
2: 

A third, less common and less certain mechanism 
is that of persisting anterior vertebral apophysis. 
It is thought that the nonunion of the apophysis 
may be due to impression of the adjacent vertebral 
angle (Fig. 3.) 

The author has looked for the condition in spon- 
dylolisthesis. Despite the uneveness of the adjacent 
vertebral angles he has not seen the paradiscal de- 
fects. He attributes this to the degeneration of the 
disc and loss of elasticity in this condition. 
KeEnaTH H. SponsEt, M.D. 





BLOOD VESSELS 


Observations on Raynaud’s Disease; a Report of 35 
Cases (Réflexions sur la maladie de Raynaud—a 
propos de 35 observations). P. WERTHEIMER and 
R. Dene Lyon chir., 1949, 44: 145. 


The authors report the results of surgical treat- 
ment of 35 patients with Raynaud’s disease. There 
were 20 women and 15 men. Their ages at the time 
of surgical treatment varied between 23 and 7o years, 
and the duration of their symptoms before treatment 
averaged 10 years. The authors emphasize that the 
disease may have its onset at any age in life except 
infancy. 

A total of 70 operations were done on 35 patients 
without a fatality. These included 15 periarterial 
sympathectomies, 35 stellate ganglionectomies, 1 
cervical ramisection, 4 resections of the superior por- 
tion of the sympathetic chain below the stellate 
ganglion, 3 thoracic sympathectomies, 4 lumbar 
sympathectomies, 1 splanchnicectomy, 3 parathy- 
roidectomies, 2 thymectomies, and 1 adrenalectomy. 

All of the patients who underwent periarterial 
sympathectomy retained their sensitivity to cold. In 
5 (33%) the progress of the disease was checked. Al- 
though the operation has the advantage of a simple, 
nontraumatizing procedure, the authors do not rec- 
ommend it in the treatment of Raynaud’s disease. 

Three patients who had unilateral stellate gangli- 
onectomy had obtained satisfactory results when 
observed 6, 4, and 2 years, respectively, after sur- 
gery. 

Among the patients who underwent bilateral stel- 
late ganglionectomy there were 10 who had single 
ulcerating lesions of the upper extremity. Three of 
these patients were cured, and in the other 7 pa- 
tients the trophic lesions healed but the patients re- 
mained sensitive to cold. In 1 patient following stel- 
late ganglionectomy, nerve blocks of the upper tho- 
racic sympathetic chain produced appreciable vaso- 
dilatation in the upper extremity. This indicates 
that removal of the stellate ganglion produces only 
partial sympathetic denervation of the upper ex- 
tremity. 

Five patients with multiple severe ulcerations of 
the upper extremity underwent bilateral stellate 
ganglionectomy. ‘The beneficial results which oc- 
curred were only temporary in the 3 patients who 
were adequately followed. 

Three of 4 patients who underwent resection of the 
superior portion of the thoracic sympathetic chain 
below the stellate ganglion obtained good results, as 
did the patient who underwent unilateral cervical 
ramisection. 

Operations on the endocrine glands did not alter 
the course of the disease appreciably in any patient. 

The authors conclude that periarterial sympathec- 
tomy is not as effective as stellate ganglionectomy or 
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resection of the upper portion of the thoracic sym- 
pathetic chain in the treatment of patients with 
Raynaud’s disease. The most effective procedure of 
any which they investigated was resection of the up- 
per portion of the thoracic sympathetic chain, with 
or without stellate ganglionectomy. 

FREDERICK W. Preston, M.D. 


Arteriectomy for Arteritis Obliterans of the Lower 
Extremities (L’ endartériectomie pour artérite ob- 
litérante des membres inférieurs). Louis Bazy. J. 
internat. chir., 1949, 9: 95. 


The author presents an operation for the relief of 
acute or chronic arterial occlusion. The procedure 
is applicable to thromboses of the femoral, popliteal, 
tibial, and iliac arteries, and the lower part of the 
abdominal aorta. 

The extent of the occlusion is first accurately de- 
termined by an arteriogram made on the operating 
table. The artery is then incised along the entire 
length of the occluded portion. The thrombus and 
adjacent necrotic portion of the arterial wall are 
then removed, and the artery is repaired with care- 
fully placed sutures of fine silk. The operation 
could well be called an intra-arterial sequestrectomy. 
During the first 48 postoperative hours heparin is 
given intravenously and the blood clotting time is 
measured every 3 hours. The interior of the vessel 
becomes lined with a unicellular layer of leucocytes 
and later endothelium grows in from either end of 
the reconstructed portion. Lumbar sympathectomy 
is not done in conjunction with this operation. 

The operative procedure requires exact hemosta- 
sis and careful attention to other details. Usually 
the procedure takes from 2 to 6 hours. The author 
attributes the success of the operation to the fact 
that a partially necrotic artery is replaced by a 
totally viable one. 

Two important causes for operative failure are: 
(1) leakage at the suture line which results in an 
extra-arterial clot that may form an intraluminal 
extension and cause the artery to become reoc- 
cluded; and (2) a reconstructed arterial wall which 
is too thin and therefore may allow aneurysmal dil- 
atation which in turn may lead to further arterial 
occlusion or to rupture of the arterial wall. 

FREDERICK W. Preston, M.D. 


Obstruction of the Superior Vena Cava: A Review 
of the Literature and a Report of 2 Personal 
Cases. Fioyp T. McIntTrIrE and Epwin M. SyKEs, 
Jr. Ann. Int. M., 1949, 30: 925. 


The literature for the period from 1904 to 1946 
was reviewed by the authors and 250 authentic 
cases of obstruction of the superior vena cava were 
found; 145 of these were verified at autopsy or sur- 
gery. Bibliographic data are tabulated according 
to etiology. Comparisons are made with Fischer’s 














collection of 252 cases prior to 1904, and composite 
figures are presented of the total incidence of im- 
portant etiological factors in 502 cases from the 
world’s literature up to January, 1946, inclusive. 
The first authentic case report was by William 
Hunter in 1757. 

In regard to the incidence of the syndrome under 
consideration, varying opinions are expressed in 
the literature. The authors are in accord with the 
opinion that varying degrees of superior vena caval 
obstruction occur not uncommonly, and much more 
frequently than is generally suspected. Common 
lesions such as aortic aneurysms, mediastinal malig- 
nancies, and chronic inflammatory diseases are re- 
sponsible for the caval obstruction in a substantial 
majority of reported cases. The frequency of space- 
occupying lesions of the superior mediastinum, the 
anatomical relations of the superior vena cava, the 
easy compressibility of this vessel, and the increas- 
ing number of case reports in the literature consti- 
tute very suggestive evidence that the syndrome is 
not uncommon. 

The applied anatomy of superior vena caval ob- 
struction is presented by the authors and particular 
emphasis is given to collateral circulatory routes 
and the mediastinal lymphatic system. The im- 
portance of the relationship of certain mediastinal 
lymph nodes to the superior vena cava has not been 
sufficiently stressed in medical literature dealing 
with obstruction of this vessel. Two important 
chains of lymph nodes are intimately associated 
with the vessel: the right anterior mediastinal, and 
the right laterotracheal chains. The former lies 
along the anterior surface of the superior vena cava 
and the right innominate vein, and consists of two 
to five nodes; the latter lies on the posterior aspect 
of the same vein and consists of three to six nodes, 
the largest and most inferior of which lies on the 
superior surface of the arch of the vena azygos. 
The right bronchial nodes and some of the nodes 
of the tracheal bifurcation are in fairly close asso- 
ciation with the lower portion of the vena cava; both 
of these groups of nodes in turn drain into the right 
laterotracheal chain. Most of the structures of the 
right thoracic cavity, mediastinum, and part of the 
structures of the left thoracic cavity drain into either 
or both the right anterior mediastinal and the right 
laterotracheal chains. The frequency of neoplastic 
and inflammatory disease in this part of the body 
serves as a constant threat to these lymph nodes, 
with possible obstruction, partial or complete, of 
the superior vena cava from extrinsic pressure or 
invasion. 

Trends in etiology in the past four decades are 
discussed. In the series of 250 cases studied by the 
authors, the sex is given in 166 of these. Seventy 
nine and five-tenths per cent of the patients were 
males and 20.5 per cent were females. The sex inci- 
dence is explained on the basis of preponderance of 
aneurysms, bronchogenic carcinoma, and malignant 
lymphoma in the male. The highest incidence is 
from 30 to 60 years of age, probably corresponding 
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to the age incidence of the common etiological fac- 
tors, more particularly neoplasms and late syphilis, 
including aortic aneurysms. Malignant primary 
thoracic tumors, aneurysms, and chronic fibrous 
mediastinitis are responsible for the obstruction in 
from 75 to 80 per cent of the cases. Primary tho- 
racic tumors, benign and malignant, account for 
35-9 per cent of the cases. Approximately 93 per 
cent of these tumors are cancerous. Syphilis ac- 
counts for 34.8 per cent of the cases in the authors’ 
series. Approximately 69 per cent of these are aortic 
aneurysms. 

Nineteen cases of localized phlebitis with throm- 
bus formation have been reported since 1904; of 
these, 16 were verified by autopsies. With regard 
to etiology, in 11 cases the condition was of un- 
known cause, in 3 the phlebitis was associated with 
cardiac disease, in 3 others it was caused by medi- 
astinitis, in 1 case it was associated with silicosis, 
and in 1 the condition was classified as tuberculous 
endophlebitis. 

Detailed consideration is given to chronic fibrous 
mediastinitis of idiopathic, or nonspecific, origin. 
Etiologic factors are indefinite, but it seems likely 
that a mild inflammation of the mediastinum in an 
individual with tendency to excessive cicatrization 
may slowly progress to form the typical dense mass 
of fibrous tissue. For the development of the scar 
tissue there must be some antecedent etiological 
factor such as upper respiratory infection, influenza, 
bronchopneumonia, tularemia, trauma, rheumatic 
fever, plus occasionally a tendency toward the de- 
velopment of excessive amounts of cicatricial tissue. 

The symptomology and clinical findings of the 
syndrome under consideration, except for the pri- 
mary pathology involved, is secondary to obstruc- 
tion of circulation in the superior vena cava. This 
obstruction causes increased venous pressure in that 
part of the body which normally has its venous re- 
turn to the superior vena cava, and collateral diver- 
sion of the blood stream. As a result of this ob- 
struction and the coincidental change in venous 
pressure, dilated veins are often visible in the upper 
half of the body; and edema in the upper extremi- 
ties, head, and neck is frequently noted. Often 
cyanosis and dyspnea are present. Headache and 
chest pain are commonly troublesome. Other signs 
and symptoms such as hoarseness, dysphagia, drow- 
siness, and occasionally convulsions are sometimes 
associated with this syndrome. These clinical find- 
ings in the presence of elevated venous pressure in 
the upper extremities, and normal venous pressure 
in the lower extremities are sufficient to make a 
diagnosis of superior vena caval syndrome. 

The authors observe that the treatment of this 
condition is largely a matter of treating the pri- 
mary disease. Symptomatic relief may be afforded 
by repeated phlebotomies; surgical intervention in 
selected cases may be justified in an attempt to re- 
lieve the obstruction, if it is due to external pressure. 

Two cases of chronic fibrous mediastinitis are 
presented by the authors, one verified by surgery, 
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both apparently a result of previous acute infection 
of the respiratory tract. In the first case the point 
of obstruction of the superior vena cava was demon- 
strated, by angiocardiograms, to be below the azygos 
opening, proving the lesion in this location to be 
compatible with life. The azygos is shown to be 
the important collateral system in caval obstruc- 
tions below the azygos opening. 
HERBERT F. Tourston, M.D. 


MISCELLANEOUS 


Amputation for Gangrene Due to Occlusive Arterial 
Disease. SAMUEL PERLOW and Harotp A. RotH. 
Surgery, 1949, 25: 547. 

The published statistics of mortality following 
amputation for gangrene of an extremity in the older 
age group vary from 4.7 to 39.1 per cent and higher. 

This report is based on 165 cases of amputation, 
during which series the authors’ operative mortality 
rate was reduced from 25 per cent in 1936 and 1938, 
to 11.7 per cent in 1945 and 1947. The means by 
which this reduction was accomplished are pre- 
sented in some detail. 

There were i124 amputations above the knee, 19 
below the knee, 6 through the foot, and 16 of the 
toes. Although all of the deaths followed amputa- 
tion above the knee, it is believed they were due to 
the poor condition of the patients rather than to the 
level of the amputation. Of 22 patients undergoing 
minor amputations, 10 (45.5%) later required major 
reamputations. There were 7 of 14 (50%) diabetic 
patients who had reamputations, 2 of 3 patients 
(66%) with senile arteriosclerosis who had ream- 
putations, and of 5 patients with thromboangiitis 
obliterans, 1 (20%) was subjected to a second am- 
putation. In the patients with diabetic and senile 
arteriosclerosis, minor amputations were successful 
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only in the presence of a pulsating vessel at the 
ankle or after preliminary sympathectomy. It has 
been canada by the authors that all minor am- 
putations should be preceded by a sympathetic 
ganglionectomy. 

Ten of the 28 hospital deaths were due to cardio- 
vascular accidents: cerebral hemorrhage, coronary 
occlusion, and so forth. Fourteen deaths were due to 
pneumonia, sepsis, and decubitus (before the era of 
penicillin). The average age of the patients at the 
time of death was-66.5 years. 

Preliminary ligation of the femoral vein on the 
side of the amputation was carried out in 34 of these 
cases as a prophylaxis against pulmonary embolism. 
One of the patients died due to embolism originating 
in the opposite leg. ; 

One hundred and seventeen amputations were 
performed under general anesthesia, 23 under spinal 
anesthesia, 22 under refrigeration, and 3 under nerve 
block. Refrigeration was used for the acutely ill or 
debilitated patients and poor risk diabetics. More- 
over, it was found possible, by means of refrigeration 
and tourniquet, to effect a physiologic amputation 
for several days before actual removal of the limb, 
which enabled the surgeons to carry out adequate 
preoperative measures. Oxygen therapy, blood 
transfusion, and antibiotics were given to the poor 
risk patients preoperatively, and oscillometric read- 
ings were made to determine the level of amputation. 

The authors express a marked preference for 
amputation below the knee and frequently perform 
a preliminary lumbar sympathectomy so as to im- 
prove the popliteal and femoral pulsations and there- 
by permit the lower amputation. 

All major amputations are planned for a side- 
bearing stump. The technique for supracondylar 
and below the knee amputations is given in detail. 
Jane C. MacMittan, M.D. 

















OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Major Surgical Operations in the Presence of Bun- 
dle Branch Block. Pau. H. PFEirreR and JoHN 
S.La Due. Am. J. M. Sc., 1949, 217: 369 


A statistical study was made of 59 patients with 
bundle branch block who were subjected to radical 
surgery for the ablation of cancer. The bundle 
branch block of the elderly patient was usually 
associated with arteriosclerotic heart disease. 

In this group there were 30 patients with left 
bundle branch block and 29 patients with right 
bundle branch block. In 49 per cent of the patients 
the diastolic pressure was 90 mm. or higher. X-ray 
evidence of cardiac hypertrophy was demonstrated 
in 26 per cent of the patients. The majority of the 
operative procedures lasted between 2 and 4 hours. 
The immediate postoperative mortality was 10 per 
cent. In 5 patients there were signs of progression of 
the disease processes in the heart after operation. 
Practically all of the patients who showed the S- 
wave type of bundle branch block survived. The 
type of bundle branch block did not seem to be re- 
lated to the operative or postoperative course. 

Bundle branch block is not in itself a contraindica- 
tion to major surgery, especially with good medical 
supervision. Evaluation of the patient’s status is 
best made by study of the medical history, cardiac 
classification, and physical findings rather than the 
interpretation of the electrocardiogram. 

BrenjaMIn G. P. SHarrrorr, M.D. 


Experimental Study of Fatal Pulmonary Embolism 
(Contributo sperimentale allo studio dell’embolia 
polmonare mortale). F. Urso and G. Troia. Arch. 
tal. chir., 1949, 71: 127. 

The authors produced pulmonary embolism in 20 
dogs by injecting 15 cgm. of marble dust per kilo- 
gram of body weight. The particles were homoge- 
neous and measured 150 microns, and they were in- 
jected in 10 c.c. of physiological solution. Death re- 
sulted in 51 per cent of the dogs in from 2 to 5 min- 
utes without any embolus in the pulmonary artery. 
The particles were found in the peripheral branches 
by histologic study. 

The dogs which did not die immediately were sac- 
rificed and presented the same anatomicohistological 
picture. 

Most likely, death was due to massive reflexes 
which began in the intima of the arteries and pro- 
duced first paralysis of the respiratory center and 
then of the cardiac center (pulmonary shock). 

That 49 per cent of the dogs were able to survive 
is taken to mean that there is a great variation in the 
intensity of these reflexes in different dogs. 

In order to produce massive embolus with obstruc- 
tion of the pulmonary artery it was necessary to in- 
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ject 6 gm. of marble dust very rapidly into the ex- 
ternal jugular vein. 

The authors state that the marble dust is not sim- 
ilar to agents causing embolism in human beings 
since it is harder and less elastic than the usual 
agents. They believe that it is more irritating. If 
emboli that were more like those causing embolism 
in human beings were used, the death rate from 
peripheral emboli would be much lower. 

These findings are in accordance with data from 
human pathological anatomy which showed that 70 
per cent of the deaths due to pulmonary embolism 
are caused by mechanical obstruction of the pul- 
monary artery by massive embolism. The remain- 
ing 30 per cent are caused by small peripheral emboli. 

Lucian J. Fronputt, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Studies on Burns. The Effect of Heparin on the 
Circulating Blood Plasma and Proteins in Ex- 
perimental Burns. E. MEREDITH ALRIcH. Sur- 
gery, 1949, 25: 676. 

Previous studies showed that when an animal is 
heparinized following experimental burns less swel- 
ling occurs in the burned area. Furthermore, it was 
demonstrated that lymph can be collected from a 
burned area by cannulization of a lymph vessel for a 
longer period in an animal which has received hepar- 
in than in animals not so treated. Because of these 
observations it was postulated that heparin, by pre- 
venting the coagulation of plasma lost into the tis- 
sues and thereby allowing it to return to the general 
circulation by way of the lymphatics, might decrease 
the amount of edema fluid in the traumatized area. 

To study the effects of heparinization after experi- 
mental burns on the plasma volume and proteins, 
dogs were given a standard burn by immersing their 
hindquarters in water at 75° C. for 5 seconds. Seven- 
teen animals then received 10 mgm. of heparin in- 
travenously and 10 mgm. subcutaneously each hour 
for 8 hours. A control group of 6 animals received 
no heparin. Five of the animals in the experimental 
group died within 30 hours after burning, presum- 
ably from the effects of overheparinization. Plasma 
volume, protein, and hematocrit determinations 
were made on the animals at standard intervals 
throughout the experiment. The results indicated a 
greater loss in plasma volume and plasma protein 
following heparinization during the first 12 hours 
after burning as compared with the nonheparinized 
animals. The reverse was found to be true in the 
period from 12 to 30 hours after burning. The early 
greater loss of plasma (both volume and protein) 
and its more effective recovery are explained by the 
absence of coagulation of the exudate in the tissues 
and in the lymphatics following heparinization. The 
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authors state that the high mortality in the hepar- , 


inized group precludes the use of heparin at the pres- 
ent time in the treatment of clinical burns. 
C. FREDERICK KittLE, M.D. 


Some Observations on the Treatment of the Dorsal 
Burn on the Hand. FEentTon BRAITHWAITE and 
J. Watson. Brit.J. Plast. Surg., 1949, 2: 21. 


Severe burns of the dorsal surface of the hand, if 
improperly treated, may cause crippling deformities. 
The initially deforming posture, assumed by the pa- 
tient to achieve maximum relief from pain, may be- 
come a fixed one as the persistence of the burn 
slough gives rise to infection, suppuration, edema, 
and fibrosis. The individual changes in each of the 

‘tissues and structures of the back of the hand are 
listed and discussed concisely by the authors. 

The skin contracts as it heals by scarring. This 
contracture draws the metacarpals together, ulti- 
mately displacing the heads of those for the index, 
ring, and little fingers dorsalward and thus produc- 
ing a convex palmar surface of the hand. The proxi- 
mal displacement draws the skin of the dorsum of 
the proximal phalanx onto the hand and thus hyper- 
extends this phalanx. Contraction and adhesions 
of the fasciae over and under the extensor tendons 
obliterate the superficial and deep dorsal spaces of 
Kanavel and render the tendon complex immobile. 
The hyperextension deformity shifts the axis of the 
interosseous tendons so that they increase the de- 
formity instead of initiating flexion of the proximal 
phalanx. The collateral ligaments of the metacarpo- 
phalangeal joints contract and thus block flexion 
at these joints. The synovium of the joint itself 
contracts and further aggravates the hyperextension 
deformity. If the burn causes a loss of the insertion 
of the extensor tendon into the base of the middle 
phalanx the delicate balance of flexors and extensors 
may be lost. The extensors can extend the proximal 
phalanx and the flexors can flex the middle phalanx, 
but co-ordinated movement is impossible. 

The treatment of an established hyperextension 
deformity is long and tedious and may be only par- 
tially successful. Arthrodesis of the proximal inter- 
phalangeal joints in a position of semiflexion is help- 
ful. Prolonged physiotherapy and re-education are 
essential. If the period of immobility of the hand is 
very long the motor cortex seems to lose its concept 
of a patterned integrated movement. The best 
treatment is prophylactic. 

Early care should consist of complete excision of 
the burn slough and any granulation tissue present, 
and the application of a skin graft to cover the whole 
defect. This eliminates the need for prolonged 
splinting, although the proximal interphalangeal 
joints may require individual splinting, which will 
permit movement at the metacarpophalangeal 
joints. The best time for the excision of the slough 
and application of the graft seems to be from 12 to 
18 days after the burning. The best base for the 
graft is the fascia enclosing the tendons. 

BENJAMIN F. LounsBury, M.D. 
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Recurrent Tetanus (Du tétanos recidivant). RIsER, J. 
Picassou,andL. Rispaut. Bull. Soc. méd. hop. Paris, 
1949, 65: 98. 

The authors call attention to the fact that in 
1946 recurrences of tetanus were observed after in- 
tervals of several years without any evidence of 
reinfection. Three such cases are described. 

The symptoms of the recurrent attacks presented 
no special features. The general symptoms were 
less marked and rapid generalization was unusual, 
but classic contractures were almost always noted 
as well as paroxysmal exacerbations suggesting lo- 
calized tonoclonic epilepsy. One case illustrated the 
hepatoglomerulonephritis occasionally observed in 
tetanus. The course was usually benign, although 
1 fatal case was reported (Chavany). 

These cases constitute further indication that 
tetanus does not immunize the organism, and that 
the effect of antitetanic serotherapy, although pow- 
erful, is not lasting. It does not act on the sporular 
forms which survive in a weakened condition in an 
apparently cured organism. Some adjuvant cause 
may serve to activate the spores and thus favor re- 
currence. It is wise, therefore, to combine sero- 
therapy with active immunization with anatoxin. 

The 3 patients observed all recovered promptly 
following the administration of antitoxin, although 
in 1 case only after an attack of uremic coma. 

Epita SCHANCHE Moore. 


Tetanus Treated asa Respiratory Problem. VERNON 
C. TURNER and THomas C. Gatitoway. Arch. Surg., 
1940, 58: 478. 


The recognition of the importance of respiratory 
obstruction due to tracheal and pharyngeal secretion 
in certain conditions and the ability to control it 
have led to a completely changed prognosis in many 
diseases. This has been true especially in bulbar 
poliomyelitis. During the year 1947 no patient with 
anterior poliomyelitis died at the Evanston Hospital, 
Evanston, Illinois, although there were 60 cases, 7 of 
which were of the bulbar type. Five of these re- 
quired tracheotomy. One patient with myasthenia 
gravis, an accumulation of throat secretions, and 
impending asphyxia was treated with rapid relief. 

Certain other states would seem to have the same 
common denominator of respiratory obstruction, 
anoxia, respiratory weakness, and danger of drown- 
ing from aspirated secretion. The authors thought 
that tetanus, with convulsions under control by 
curare, would present much the same picture and 
respond to the same measures. When a patient with 
severe tetanus came under their care they found, in 
fact, that she did respond so remarkably to the 
treatment on this basis that they believed it could 
be applied to most cases of severe tetanus with satis- 
factory results. The treatment was found to be 
relatively simple and seemed, in retrospect, to be so 
logical and dependable that they believe it should be 
adaptable to most serious infections with tetanus. 

Curare has been used in the treatment of tetanus 
since 1894, as reported by Cullen. Tracheotomy was 














advised for grave emergencies by Spaeth. Isacson 
and Swenson used a respirator with apparent benefit 
but without recovery in 1 case of tetanus. Tracheot- 
omy was not done. So far it has not been found in 
the literature that the three measures have been com- 
bined in any case. The authors believe this may be 
necessary for the reason to be discussed. 

The combination of the three measures—curare 
by continuous intravenous drip, tracheotomy, and 
use of the respirator—is described in detail in a 
severe case of tetanus and seems to have these defi- 
nite advantages: 

1. It changed a hazardous treatment requiring 
unremitting care to a relatively simple, manageable, 
and easily standardized procedure. 

2. It allowed the use of curare in a latitude of 
dosage that is comparatively safe. 

3. It guarded against the dangerous period of 
anoxia. 

4. It by-passed secretions in the upper respiratory 
passage and permitted aspiration of secretions in the 
lower airway, and it avoided atelectasis and sec- 
ondary pulmonary infections due to obstruction. 

Joun E. Kirkpatrick, M.D. 


Streptomycin in Nontuberculous Infections. P. H. 
Buxton, R. D. Stmon, and F. R. SEtBre. Lancet, 
Lond., 1949, I: 729. 

Streptomycin was given in 67 cases of infection by 
organisms insensitive to the sulfonamides and peni- 
cillin, but sensitive to streptomycin. Of these, 44 
were cases of urinary infection, chiefly by Pseudo- 
monas pyocyanea and Bacterium coli, 14 were cases 
of wound infection, chiefly by Staphylococcus pyo- 
genes, and g were miscellaneous infections. 

A short course of treatment with a high initial dose 
was considered unlikely to give rise to toxic symp- 
toms, and more likely to be effective in preventing 
the development of bacterial resistance than a pro- 
tracted course of treatment with low dosage. The 
patients with wound infections were given 4 grams 
daily for 2 days, and 2 grams daily for 2 more days. 
In urinary infections, the dosage was 3 grams daily 
for a 4 day course. 

In wound infections, the results of streptomycin 
therapy were promising. Provided that the wound 
was freely drained surgically, rapid improvement was 
obtained. In urinary infections, streptomycin is 
likely to effect a cure in about a third of the cases, 
unless there is some mechanical obstruction to 
drainage which produces an inaccessible nidus of 
infection. 

Side reactions were encountered in less than a 
third of the cases, and in only 3, in which there was a 
severe vestibular disturbance, were they of any 
significance. SaMuEL Kaan, M.D. 


A Study of Vehicles and Adjuvants for the Sulfona- 
mides and Penicillin. Epwin J. Putasxi. Sur- 
gery, 1949, 25: 681. 

Numerous chemical agents were tested for their 
activity against gram-negative and gram-positive 
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bacteria, and vehicles were investigated to determine 
which would hold these bacteriostatic agents in 
wounds in higher concentrations and over longer 
periods of time than has been possible. An extensive 
group of compounds were surveyed for bacteriostasis: 
various acids, salts of acids, alcohols, amides, amines, 
antibiotics, organic bases, dyes, heavy metal salts, 
detergents, oxidizing agents, organic mercurials, or- 
ganic arsenicals, sulfur compounds, phenolic com- 
pounds, quinolines, and sulfonamides. The effect 
of these was measured by the zone of inhibition of 
organisms grown on blood and plain agar. The 
action and efficacy of each of the compounds is 
discussed. Those most bacteriostatic were: sodium 
diacetate, p-chlorophenol, sulfamylon, furacin, and 
streptothricin. The action of these varied, sodium 
acetate lowering the fH, p-chlorophenol having a 
cytotoxic effect, streptothricin interfering with cell 
metabolism and reproduction, while the actions of 
sulfamylon and furacin were not clearly understood. 

Topical antiseptics are necessary when the un- 
likelihood of securing adequate concentration by 
parenteral administration exists. 

Various bases were tested for use as a vehicle and 
of these, one consisting of white petroleum jelly 
(10.0 per cent), lecithin (0.2 per cent), carbowax 4000 
(22.5 per cent), methocel 15 C.P. (2.5 per cent), 
and propylene glycol was found most satisfactory. 

C. FREDERICK KittTLe, M.D. 


ANESTHESIA 


The Pharmacologic Actions of Procaine Given 
Intravenously as an Analgesic Agent. ROBERT 
M. IsENBERGER. Anesthesiology, 1949, 10: 343. 


This article represents a review of the systemic 
effects of procaine given intravenously. Procaine 
has a special affinity for the sensory components of 
the nerve fibers because they are smaller (thereby 
exposing a greater surface area per unit of volume), 
and because they have a thinner myelin sheath. 
Thus, the differential penetration of procaine occurs 
with complete blockage of sensation before the trans- 
mission of motor impulses is abolished. 

Used intravenously, this drug produces moderate 
analgesia, relief of pruritus, and an increased periph- 
eral circulation in a variety of clinical conditions. 
The action appears to be localized to the nerve and 
blood supply of the affected parts. There is some 
evidence that the metabolites, para-aminobenzoic 
acid and diethylaminoethanol, retain some of the 
activity of the injected procaine. Toxic reactions 
depend on the total dose administered, the speed of 
injection, and the concentration of the solution used. 
When procaine is infused simultaneously with the 
intravenous administration of pentothal and the 
administration of curare in the dog, the analgesic, 
hypnotic, and relaxing action of pentothal and 
curare seem to be reduced. The author has been 
unable to demonstrate analgesia in dogs from the 
intravenous administration of procaine in maximum 
tolerated doses. Mary Karp, M.D. 
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Intravenous Procaine Therapy. W. J. Watt. New 
Zealand M.J., 1949, 49: 127. 

This article reviews the current literature and 
records some experiences in the intravenous use of 
procaine. The method relieves postoperative pain 
satisfactorily, thus reducing the need for morphine 
with its attendant respiratory depression and vomit- 
ing. As a general anesthetic agent it produces un- 
consciousness agreeably and there is almost com- 
plete freedom from unpleasant aftereffects. It has 
a particular advantage when used in combination 
with general anesthetic agents, especially in the pre- 
vention of cardiac arrhythmias which occur during 
cyclopropane anesthesia in thoracic and cardiac 
surgery. A discussion is given of the pharmacology 
of the drug and the toxic reactions which might occur 
with it use. 

The following is the author’s technique of admini- 
stration: procaine is made up in from o.2 to 0.4 per 
cent concentration with 5 per cent glucose solution. 
The procaine solution is administered at the rate of 
100 drops (6.5 c.c.) per minute until the pain is re- 
lieved and then from 15 to 20 drops (from 1 to 1.3 c.c.) 
per minute to maintain relief from pain. 

Mary Karp, M.D. 


Our Experience with Endotracheal Anesthesia with 
Curare and Artificial Respiration (Unsere Erfah- 
rungen mit der endotrachealen Narkose mit Curare 
und kuenstlicher Atmung). Kart MueEtty. JFelvet. 
chir. acta, 1948. 15: 292. 

For a period of 6 months, the author has used the 
method of anesthesia described herein in his surgi- 
cal clinic. He considers it the method of choice for 
all major intrathoracic and transthoracic operations. 

Artificial respiration is assured through airtight 
intratracheal intubation. No air nor anesthetic is 
forced into the stomach or esophagus, as occurs in 
mask anesthesia. The composition of the anesthetic 
mixture is known and is introduced directly into 
the lungs. The endotracheal or endobronchial tube 
permits the accumulated secretions to be sucked 
out as becomes necessary. The danger of aspiration 
is reduced to a minimum by means of certain sup- 
plementary precautions. 

In operations on the lungs the author uses the 
Trendelenburg position with an inlying intratra- 
cheal catheter. The main bronchus on the side of 
the operation can be blocked off. If it is impossible 
to use a tampon on account of partial obstruction 
of a bronchus, the author intubates a main bron- 
chus. 

Artificial respiration can be adapted to the sur- 
geon’s demands and to the operative condition. 
The patient must breathe normally because un- 
physiological and excessive breathing lead to ex- 
haustion of the patient. With artificial respiration, 
mediastinal flutter and irregular breathing play no 
part. Air emboli in the lung tissue can be avoided 
by slow, careful ventilation. For this the author 
uses oxygen only if one lung or part of a lung is to 
be removed. Anesthesia in this case is given intra- 
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venously. By this means the much feared anoxemia 
is avoided. In such procedures with slow, regular 
ventilation, whether it be with anesthetic mixture 
or oxygen alone, one has direct control of the heart 
action. The pulse rate is dependent upon the res- 
piratory rate. 

All striated muscle, except heart muscle, is re- 
laxed by curare. Deep anesthesia is not necessary 
to block reflexes, e.g., cough reflexes. The patient 
needs only to be kept in a state of analgesia and 
amnesia. For this the author uses stichoxydol, a 
nontoxic, nonexplosive drug, kind to the mucous 
membrane, and quickly eliminated from the body. 
The gas is in a concentration practically harmless 
to the body and does not lead to any great amount 
of anoxemia. With a concentration of 40 per cent 
nitrogen monoxide and 60 per cent oxygen analgesia 
is obtained; with a concentration of from 40 to 75 
per cent nitrogen monoxide unconsciousness is ob- 
tained. Deep anesthesia occurs first at between 85 
and go per cent nitrogen monoxide. With the use 
of curare, the author seldom uses this concentration. 
Usually a light anesthesia can be prolonged for 
several hours without danger of pulmonary or other 
complications. The duration of the operation can 
be prolonged for a period of 7 hours. The patient 
usually wakes up with the tying of the last suture. 
Vomiting and nausea are absent. 

After a preoperative hypodermic injection of sco- 
polamine, atropine, and codeine, adults are intu- 
bated under a surface anesthesia of 2 per cent ponto- 
caine through the mouth. Intubation under anes- 
thesia allows better control in placing the endo- 
tracheal tube and at the same time assures free 
breathing. In narconumal anesthesia (or similar 
barbiturates) spasm of the glottis occurs and this 
makes intubation impossible. After avertin prep- 
aration in children, intubation is carried out under 
deep ether anesthesia and this anesthetic is con- 
tinued during the entire operation, abundant oxy- 
gen being supplemented. After intubation in adults, 
the author uses from 5 to 10 c.c. of narconumal dur- 
ing induction and basal anesthesia. In old patients 
and those in poor general condition, narconumal is 
withheld and the blood pressure readings are re- 
corded. 

In the system of the artificial respiration appara- 
tus, a carbon dioxide absorber is used; it is arranged 
in a sliding pendulum fashion, the so-called to-and- 
fro method. 

By light pressure on the rubber respiratory bal- 
loon, the anesthetic mixture is forced into the lungs. 
On account of the elasticity of the balloon after re- 
lease of the pressure on it, the unused residual mix- 
ture is returned after it has given off its carbon 
dioxide in the absorber. The used anesthetic in 
the lungs will then be replaced by a fresh mixture 
conducted through the apparatus. By means of this 
apparatus, an accurate regulation of oxygen nitro- 
gen monoxide mixture is assured. This method is 
very economical. The same mixture can be used 
in the lungs several times. Furthermore, it retains 




















its moisture and is warmed by the heat of the ab- 
sorber through carbon dioxide absorption. In this 
way another cause for postoperative lung compli- 
cations is avoided. 

After carrying out intubation and suction of any 
secretions present, a continuous drip is led through 
a cannula into the long saphenous vein. This con- 
sists of physiological salt solution with an addition 
of from 5§ to 10 c.c. of coramine to 1,000 c.c. of the 
solution. This tends to prevent the blood pressure 
depressant effect of narconumal and pentothal dur- 
ing induction and basal anesthesia. During the 
entire period of anesthesia, the fluid concentration 
of the blood is compensated for and the blood pres- 
sure is kept as constant as possible by the use of 
blood transfusions. During induction with nar- 
conumal or pentothal, the patient is given only 
oxygen and then nitrogen monoxide is slowly added 
until a light cyanosis develops. Curare is given in- 
travenously through a skin incision, in the form of 
intocostrin, corresponding to tubarin. The author 
prefers intocostrin as this drug is the weaker of the 
two and the danger of overdosage is less. Tubarin 
is 3 times as strong as intocostrin. Ether intensifies 
the effect of curare. If the patient’s respirations 
cease, the oxygen content of the anesthetic mixture 
is increased until the patient is in a state of light 
anesthesia. If necessary the patient is allowed to 
wake up, when a state of analgesia and amnesia 
exists. 

The author is certain that pupillary reflexes are 
obtainable during the entire operation. Constant 
control of the blood pressure and pulse rate are 
absolutely necessary. The patient’s color and ap- 
pearance are not authentic measures for judging his 
condition. In spite of a rosy appearance, the pa- 
tient may be in a state of anoxemia which may 
prove fatal. Blood pressure and pulse recordings 
are taken every 5 minutes. If the blood pressure 
drops and the pulse rate increases or if a hemorrhage 
occurs during the operation, the oxygen content of 
the anesthetic mixture is increased or oxygen alone 
is given. Immediately physiological salt infusion 
with coramine is given. As indicated, blood trans- 
fusions are given if there is considerable blood loss. 

With the tying of the last suture the patient 
awakens. Nausea and vomiting have not been ob- 
served. Patients seem well, but tired. There is no 
state of shock. The patients may cough after the 
endotracheal tube is removed. After intervention 
in cases of lung abscess or bronchiectasis, before 
recovery from the anesthesia, complete suction of 
the bronchial tree with the aid of a bronchoscope 
is recommended. 

With this form of anesthesia, a 7 hour esophago- 
tomy was performed. Of 45 patients operated upon, 6 
were over 50 years of age and 4 were over 60 years 
of age. The greatest amount of intocostrin used in 
a case in which the operation lasted 5 hours and 
the weight of the patient was 67 kgm. was 28 c.c. 
Prostigmine was used very rarely as an antidote 
for curare. No more curare than was necessary was 
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given. If apnea was desired, then the carbon dioxide 
content in the blood was lowered by hyperventilation 
so that the respiratory center was not stimulated. 
Anesthesia was prolonged by a small amount of 
pentothal for its immediate and brief acting char- 
acteristics. Spontaneous breathing occurs when the 
absorber is removed. 

Tamponade of a main bronchus was carried out 
4 times. In 2 patients aspiration was performed 
during the operation on the lung. In 1 case a large 
undiagnosed lung abscess emptied itself spontaneous- 
ly and suddenly, so that the patient died 4 days 
later from a _ subsequent bronchopneumonia. 
Another aspiration was without grave consequen- 
ces. In all of the other cases the postoperative 
course was uneventful as far as the anesthetic was 
concerned. 

From his experience in these cases, the author 
concludes that his method of endotracheal anes- 
thesia with artificial respiration and curare gives 
good results in chest surgery and the experience 
gained will serve as a sound basis for further de- 
velopments. BLACKWELL MARKHAM, M.D. 


Anesthesia for Thyroid Surgery. Staniey Row- 
BOTHAM. Proc. R. Soc. M., Lond., 1949, 42: 115. 


From the anesthetist’s point of view, there are two 
types of thyroid disturbance in which thyroidec- 
tomy is indicated: the toxic and the obstructive. 
This symposium deals chiefly with the former. It is 
pointed out that the risks associated with operations 
on thyrotoxic patients have of late years undergone a 
change because of the introduction of thiouracil. There 
is a difference of opinion regarding basal narcosis and 
the anesthetic agents of choice. It is agreed that en- 
dotracheal intubation is preferable, and usually it is 
done by the blind technique after adequate topical 
anesthesia of the throat and larynx. Nitrous oxide 
and oxygen is favored, and Hewer advises infiltra- 
tion of the neck with a 1 te 500,000 solution of 
adrenalin in normal saline to provide an ischemic 
field. The use ef curare to inhibit the laryngeal 
reflex is suggeste. by Forrester. 

In respiratory obstruction, a tube is always neces- 
sary and no premedication except atropine is given. 
The throat and larynx are sprayed with 10 per cent 
cocaine, and anesthesia is induced by pentothal fol- 
lowed by cyclopropane-oxygen. Intubation is per- 
formed by direct vision. 

Mary FRAnNcEs Pog, M.D. 


Continuous Peridural and Caudal Analgesia in 
Obstetrics. Jon G. P. CLELAND. Current Res. 
Anesth., 1949, 28: 61. 


The desire to produce continuous obstetrical 
anesthesia which could be attended by a nurse led 
Cleland to install two indwelling catheters placed 
peridurally. The first was inserted into the peridural 
space at the eleventh to twelfth thoracic level so as 
to obtain anesthesia sufficient to obtund uterine 
pain without muscle paralysis. The second was 
placed in the caudal canal to obtund pain at the 
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outlet without changing the normal resistance which 
produces rotation. Small repeated doses (from 8 to 
12 c.c.) of intracaine which were injected into the 
upper catheter controlled the pain of dilatation; 
the injection of intracaine into the caudal catheter 
was reserved for the second stage of labor and repair. 
The author’s discussion of physiology is quite 
clear. The procedure requires the hand of an expert, 
but the results justify mastery of the technique. 
Mary Karp, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


The Use of Fluorescein in Estimating the Blood 
Flow in Pedicled Skin Flaps and Tubes. W1- 
FRED Hynes and ALAstTarR G. MAcGREGOR. Brit. 
J. Plast. Surg., 1949, 2: 4. 


A wheal fluorescence test is described for testing 
the circulation in tubed skin flaps which are to be 
moved in stages from one place to another. The 
test is carried out on the seventh day after each stage 
of the operation and, if negative, is repeated every 3 
days. As soon as it becomes positive it is safe to pro- 
ceed with the next stage of the operation. By this 
procedure it is often possible to shorten considerably 
the intervals between the stages of the operation, 
and thus to minimize the formation of scar tissue 
under the flap and to divide pedicles with confidence. 

An ultraviolet lamp is used, which is appropriately 
filtered so that the radiation is in the range 3130A to 
4070A, with 95 per cent of the radiation concentrated 
at 3650A. Since ointments and other materials con- 
taining a paraffin base fluoresce readily, a preliminary 
inspection of the skin tube is made with the ultra- 
violet lamp. Any areas of fluorescence are cleaned 
with an ether swab. 
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A rubber-shod intestinal clamp is placed firmly 
across the end of the tube which is to be divided. A 
series of intradermal wheals is raised at intervals of 
2 to 4 cm. along the length of the skin tube by in- 
jecting a 1 to 1,000 solution of histamine phosphate. 
The most proximal wheal is placed at a point on the 
pedicle, the circulation of which is being tested; the 
most distal wheal lies 1 cm. from the intestinal 
clamp. Ten cubic centimeters of 5 per cent solution 
of fluorescein are injected and the room is darkened. 
Fluorescence under the ultraviolet light is detected 
at the proximal wheal, andits subsequent course 
along the tube is noted. 

A positive test consists of fluorescence of all the 
wheals, although at the proximal end of the tube the 
wheal is brighter than at the distal clamped end. 

In an earlier report, one of the authors (Hynes) had 
described an atropine absorption test for determin- 
ing the blood supply of skin flaps and tubes. This 
test consists of injecting 1/25 to 1/50 gr. of atropine 
(dissolved in 0.2 c.c. of water) into the fat of the flap. 
The injection is made 1 cm. from an intestinal clamp 
previously applied at one end of the flap. Absorption 
of the drug into the general circulation, manifested 
by tachycardia, dryness of the mouth, and paralysis 
of visual accommodation, gives the measure of the 
blood supply of the injected area. 

Both tests were used in a small series of cases in 
which skin flaps were moved in stages. From a 
qualitative point of view both tests seemed equally 
sensitive, but the authors prefer the atropine test 
for routine use in view of its greater simplicity. The 
fluorescein wheal test is reserved for patients who 
already have a tachycardia, or for those in whom 
two flaps are to be tested simultaneously. 

THEODORE B. MAsSsELL, M.D. 














ROENTGENOLOGY 


Hemosiderosis of the Lung Due to Mitral Disease. 
EuGcENE P. PENDERGRASS, Epwin L. Lame, and 
HERMAN OstruM. Am. J. Roentg., 1949, 61: 443. 


Hemosiderosis of the lung associated with mitral 
disease is a rare entity. Most of the cases reported to 
date have appeared in the European literature. 
Autopsies have been performed in only 17 cases. 

Hemosideric nodules in the lungs are demonstrable 
in chest roentgenograms. These nodules may pri- 
marily suggest the diagnosis of miliary tuberculosis 
or pneumoconiosis. Hemosiderosis may be exogen- 
ous or endogenous. Exogenous hemosiderosis is seen 
in arc welders who inhale ironladen fumes, in silver 
finishers working with iron oxide, and in grinders of 
ferrous metal not exposed to silica. The endogenous 
hemosiderosis is generally found in those who suffer 
mitral disease with severe anemias, hemorrhage, hemo- 
sideric nodules, etc. Although difficult to differen- 
tiate, primary differential diagnosis should be made 
between miliary tuberculosis and pneumoconiosis. 

The author presents 4 autopsied cases, all showing 
a chronic passive congestion; in 2 cases autopsy re- 
vealed a hemosiderosis and in the other 2, a sidero- 
fibrosis. Pathologic studies show the nodular aggre- 
gates demonstrable with the naked eye and identi- 
fied as hemosiderous deposits. Iron pigment in these 
nodules vary in size from 1 to 3 mm. in diameter. 
The size, distribution, and shape of the nodules gov- 
ern the degree of roentgen visualization. These 
“focal clumps” of hemosiderin and macrophages, 
with or without fibrosis and calcium deposition, 
cause fine nodulations which are demonstrable in the 
roentgenograms. These phenomena occur rarely in 
the presence of a chronic passive congestion in pa- 
tients dying of rheumatic mitral disease. However, 
the condition may occur in patients with mitral di- 
sease who are living comfortably without clinical 
evidence of congestion of the lungs. The authors 
report 2 such cases in the living. One patient was 
followed for 13 years and the other, for several 
months. Maurice D. Sacus, M.D. 


Accuracy of Roentgen Diagnosis of Benign Gastric 
Ulcer. C. A. STEVENSON and C. W. Yates. Radi- 


ology, 1949, §2: 633. 


Experience has shown that a certain number of 
gastric lesions diagnosed roentgenologically as be- 
nign ulcer prove later to be carcinomatous. The 
diagnostic error is given in the literature as varying 
between 5 and 20 per cent. 

The authors studied the extensive medical litera- 
ture dealing with benign gastric ulcer and its re- 
lationship to gastric carcinoma, and gathered leading 
opinions concerning the various factors involved. A 
brief summary of these opinions is given in the first 
part of the article. 
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A series of 117 consecutive cases of gastric ulcers 
diagnosed roentgenologically by various examiners at 
the Scott and White Clinic of Temple, Texas, is 
analyzed. In 6 of these (5.12%) the ulcers were lo- 
cated in the upper third of the stomach; in 55 cases 
(47%) the ulcers were located in the middle third, 
and in 56 cases (47.86%) the ulcers were located in 
the lower third. 

An adequate follow-up was possible in 91 cases for 
periods ranging from 10 months to 20 years. In 6 
of these the lesions were found to be malignant at 
operation performed within from a few days to 6 
months after the roentgen diagnosis. In 2 of the 6 
cases the roentgen report suggested the possibility 
of carcinoma because of the large size of the ulcer. 
These 6 cases represent an error of 5.1 per cent in the 
series of 117 cases, or a corrected error of 6.6 per cent 
among the gi cases in which adequate follow-up was 
possible. 

The authors give short résumés of the 6 cases and 
use the respective roentgenograms for illustration. 
Even after reviewing the roentgenograms and fluor- 
oscopic findings, it was impossible to differentiate 
between the ulcers erroneously diagnosed as benign 
and the proved benign ulcers. 

The conclusion is therefore reached that in a small 
percentage of cases a differential diagnosis between 
gastric ulcer and early carcinoma is impossible by 
roentgenologic examination. It may be wise to 
operate immediately in cases of all roentgenological- 
ly diagnosed benign gastric ulcers in the hope of early 
removal of the carcinoma in the erroneously diag- 
nosed cases. T. Leucutia, M.D. 


Roentgenologic Studies of the Abdominal Aorta 
in Individuals over 50 Years of Age, as an Aid 
to the Differential Diagnosis Between Benign 
and Malignant Ulceration of the Stomach. 
A. Etxetses. Brit. J. Radiol., 1949, 22: 280. 


The relationship of benign gastric ulcer and car- 
cinoma of the stomach to arteriosclerosis has been in- 
vestigated by roentgenographic examination of the 
abdominal aorta in individuals over 50 years of age. 
The abdominal aorta was chosen as the test area 
since the stomach derives its vascular supply from 
the celiac axis and, according to postmortem statis- 
tics, this vessel is the earliest and most frequent site 
of general arteriosclerosis. 

Benign gastric ulcers were accompanied by the 
highest incidence of calcification of the abdominal 
aorta (70%). Calcification of the abdominal aorta 
was present in 14 per cent of duodenal ulcers and in 
23 per cent of control cases. A surprisingly low in- 
cidence of calcification of the abdominal aorta (1%) 
was found in patients with gastric carcinoma. 

These observations confirm previous reports, based 
upon findings at autopsy, which showed that gastric 
ulcer is frequently associated with generalized ar- 
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teriosclerosis and that arteriosclerosis and malignant 
neoplasms are, to some extent, mutually exclusive. 
The roentgenographic detection of a calcified aorta 
may thus be an aid in differentiation between benign 
and malignant gastric ulcers. 

AttaNn K. Briney, M.D. 


Response of the Gall Bladder to Benassi-Vitale’s 
Water Test in the Course of Cholecystography 
after Gastric Resection (Il comportamento della 
colecisti dopo prova idrica di Benassi-Vitale durante 
colecistografia nei resecati gastrici). Rosarito Cor- 
SERI. Radiol. med., Milano, 1949, 35: 352. 


Benassi and Vitale have noticed that after the ad- 
ministration of water there is a slight reduction in 
size of the shadow cast by the gall bladder in chole- 
cystograms. They concluded that water passing 
the duodenum slightly stimulates contractions of the 
gall bladder. Not only does the size of the shadow 
diminish but its intensity increases in a manner simi- 
lar to that observed after the administration of fats. 
Probably the gastroduodenal stimulus created by 
the ingestion of water has a choleretic effect and 
mobilizes rapidly the contrast medium within the 
intrahepatic biliary ducts. Concurrently, the tonus 
of the muscular layer of the gall bladder, the so- 
called peristole, is augmented. 

The author employed the water test in patients 
who had undergone a gastric resection and found that 
the results were identical with those obtained in in- 
dividuals with an intact alimentary canal. 

This hepatocholecystic test is particularly valuable 
when the cholecystography fails to visualize the gall 
bladder, because a defective hepatic choleresis can 
be differentiated from an impairment of the ability 
of the vesicular mucosa to concentrate bile. 

The integrity of the efferent lymph vessels of the 
gall bladder and the pancreatoduodenal lymph 
glands, in addition to the regulatory autonomic 
nerves, plays an important réle in the terminal phase 
of the phenomenon. The rapid absorption of the 
water leads to an increase of the concentration of the 
bile and thus intensifies the shadow. 

The author concludes that the oral administration 
of 200 c.c. of water in the course of cholecystographic 
studies serves as a test of the peristolic reflex of the 
gall bladder. JosErH K. Narat, M.D. 


The Roentgenologic Picture of Nonspecific Pyelitis 
(L’immagine radiologica delle pieliti aspecifiche). 
PaoLo BionpeEttT1. Radiol. med., Milano, 1949, 35: 
IgI. 

The 138 cases here reported were observed in the 
period from 1936 to 1948, at the Civil Hospital in 
Venice, Italy. From this material were excluded all 
cases associated with stone and with tuberculosis. In 
the few cases in which the outlines of the calyces were 
vague and foggy in outline so as to suggest tubercu- 
lar involvement, the urinary search for Koch’s bacil- 
lus was always negative and the condition was as- 
cribed to congestion and swelling of the mucosal lin- 
ing of the calyces involved. In 14 per cent of these 
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cases the descending pyelograms were always nor- 
mal, in 40 per cent the picture indicated a dilated 
condition of the structures of the renal pelvis, and in 
45 per cent the findings suggested a contracted state 
of the renal pelvic musculature. 

The functional state of the kidney did not seem to 
have anything to do with the pyelographic findings; 
the dye appeared at the same time on both sides and 
the involved kidney did not afford any positive evi- 
dence of either oliguria or polyuria. Neither did the 
phase of the infective process seem to exercise any 
control on the findings, as the contracted and dilated 
states of the pelvis were more or less indifferently 
distributed in the early acute phases and in the late, 
more chronic, stages. The deciding factor as to 
whether the pelvis reacted to the infective involve- 
ment by hypertonic contraction or by hypotonic 
dilatation seemed rather to be the severity of the 
infection itself. The renal pelvis was usually con- 
tracted in the absence of fever and dilated when the 
process was so severe as to show a toxic febrile re- 
sponse. Thus, the dilated picture in the pyelogram 
was a fairly reliable indication of a severe infection. 

On the other hand, the presence of contraction did 
not necessarily indicate the presence of a mild in- 
fectious involvement; in fact, the contracted condi- 
tion was seen in about 15 per cent of cases in the 
apparently healthy, controlateral renal pelvis. It 
was also observed in the chronic conditions of the 
renal pelvis and in patients in whom the pelves on 
both sides seemed to be perfectly normal. A mild 
residual cystitis seemed to be sufficient to pro- 
duce the picture of renal pelvic contraction; in- 
deed, disease of the neighboring organs, and even a 
hypertonic constitution in an otherwise healthy in- 
dividual seemed sufficient to produce it. Of course, 
in the constitutionally hypertonic subject the con- 
tracted state of the renal pelvic structures tended to 
be equal on both sides, and the contracted condition 
tended to be more uniform, that is, there was less 
preference for the ampulla than for the calyces, or 
for one or more calyces than for the others in the 
same kidney. Nevertheless, the inequality of con- 
traction is not a reliable indication of the seat of the 
pyelitis—whether it is unilaterai or bilateral. 

Ultimately considered, however, these contracted 
staies are seen most often in combination with pyeli- 
tis, and a more severely contracted side does sug- 
gest that the process may be limited to that side. 
When considered with other clinical and laboratory 
methods of urinary examination the contours of the 
pyelographic shadow are thus of some value in diag- 
nosis and of much greater value in judging the ef- 
ficacy of treatment. Joun W. Brennan, M.D. 


On the Roentgen Aspect of Prostatic Atrophy. 
Nits P. G. Eptrnc. Acta radiol., Stockh., 1949, 31: 
145. 

The author believes that the roentgen findings of 
widening of the prostatic urethra, and a small or 
absent shadow of the colliculus is characteristic of 
prostatic atrophy as seen on the urethrocystogram. 

















In marked cases, the volume of the urinary blad- 
der may be greatly diminished and there is incon- 
tinence of both the internal and external sphincters. 

In less marked cases there may be only widening of 
the prostatic urethra above the colliculus, without 
shrinking of the colliculus, or incontinence. 

Five case illustrations are presented. 

VERN W. Ritter, M.D. 


Recent Advances in the Roentgen Diagnosis of 
Pathologic Conditions of the Spine (Recentes 
aquisic6es no diagnéstice radiolégico da patologia 
da coluna vertebral). Henrique Basitio. Rev. 
brasil. cirurg., 1949, 18: 63. 

The value of the standing position in x-ray studies 
of the spinal column is discussed by the author. The 
erect position of the patient offers advantages from 
the physiologic and technical point of view, espe- 
cially if one is dealing with scoliosis, spondylolisthe- 
sis, or a hernia of an intervertebral disc. The impor- 
tance of films taken in an oblique direction, particu- 
larly in patients with spondylolisthesis, is empha- 
sized by the author. He highly recommends De 
Sezé’s new method of myelography, called dis- 
coradiculography, in which a new opaque medium 
(discolipiodol) is employed. 

JoserH K. Narat, M.D. 


An Arteriographic Demonstration of Collaterals 
Between Internal and Exterral Carotid Arte- 
ries. F. Marx. Acta radiol., Stockh., 1949, 31: 
155- 

A collateral circulation between the external and 
internal carotid arteries has long been described by 
anatomists, but this is believed to be the first time it 
has been described in the literature dealing with in- 
tracranial angiography. A brief and partial review of 
the anatomical and pathologic literature describing 
this collateral circulation is presented. The anasto- 
mosis between the two is usually by way of the oph- 
thalmic artery, either from the internal maxillary 
artery to the anterior branch of the middle meningeal 
artery and thence via the lacrimal artery to the oph- 
thalmic artery, or from the external maxi'lary artery 
via the angular and posterior nasal artery to the 
ophthalmic artery. 

Two cases of thrombosis of the internal carotid 
artery (bilateral in 1 case) are reported. In both pa- 
tients a collateral circulation between the external 
and internal carotids by way of the ophthalmic ar- 
tery was demonstrated by cerebral angiography. 
Three illustrations are presented, which show an 
absence of dye in the internal carotid above the 
thrombosis, and yet in each case the ophthalmic 
artery is visualized as leading to the carotid siphon 
and the middle cerebral artery. 

The existence of this collateral circulation may be 
responsible for failures of carotid ligation in cases of 
arteriovenous aneurysms in the cavernous sinus, and 
in cases in which ligation of the internal carotid is 
carried out because of an arterial aneurysm. 

Joun W. Hope. M.D. 
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Cavity Form of Pulmonary Neoplasm. Frank 
Isaac and RicHarpD E. Ottoman. Radiology, 1949, 
52: 662. 


After stressing the importance of early diagnosis, 
the authors briefly review the literature on the cavi- 
tary form of bronchogenic carcinoma. Based on 
autopsy material, its frequency is given as varying 
between 12 and 50 per cent. 

Experience shows that the tumor which is more 
apt to lead to cavitation is the circumscribed, 
rounded type rather than the infiltrating, stenosing 
type. The former usually is located in the periphery 
of the lung, whereas the latter is encountered in the 
main bronchus. The cause of the cavitation is sought 
in the inadequate blood supply to the central or 
deeper portions of the rapidly growing tumor. It is 
interesting, however, that the condition occurs al- 
most exclusively in primary carcinomas. Metastatic 
tumors can grow in the lungs to a very large size 
without showing signs of breaking down. Thus, it 
appears that infection also plays an important role. 
It is the authors’ opinion that compression of the 
smaller bronchi within the tumor takes place first, 
with bronchiectasia distal to the compression. This 
leads to accumulation of secretions, infection and, 
finally, necrosis. 

There are no characteristic signs by which cavitary 
pulmonary neoplasm can be recognized clinically. 

Roentgenologically, the lesion often resembles in- 
fected fluid cyst, pulmonary abscess, or ulcerating 
tuberculosis. The cavity frequently is eccentric and 
the contours of the inner wall have an. irregular, 
ragged or “bumpy” appearance, corresponding to 
the irregular tissue necrosis within the tumor. This 
is especially well demonstrated by laminagraphy. 

The authors report 5 cases and use typical roent- 
genograms and laminagrams to illustrate the salient 
points. In 3 of the 5 cases the diagnosis was made 
on the basis of the “bumpy” character of the cavity 
wall. The authors emphasize the importance of this 
sign but do not claim that it is pathognomonic. In 
the fourth case the diagnosis was quite obvious be- 
cause of the destruction of the adjacent ribs. In 
the fifth case the diagnosis was not made during the 
lifetime of the patient. T. Leucutta, M.D. 


Probable Cyst of the Pericardium Associated with 
Disturbances of the Cardiac Rhythm (Probabile 
cisti del pericardio associata a turbe del ritmo 
cardiaco). ADRIANO ASCARELLI. Radiol. med., 
Milano, 1949, 35: 259. 

The author reports the case of a woman of 33 
who developed attacks of palpitations which oc- 
curred especially with changes of position and were 
more frequent and more severe during menstruation 
and at times of fatigue and overwork. Roentgen 
examination of the chest revealed a shadow applied 
to the right side of the heart and presenting trans- 
mitted pulsations; the heart was only slightly dis- 
placed to the left and was not enlarged; the shadow 
was unrelated to the diaphragm but was closely con- 
nected with the anterior thoracic wall which, how- 
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ever, showed no bone lesions. The phenomenon of 
Jansson was not observed. The diagnosis was prob- 
able cyst of the pericardium, on the right side. 

Cysts and diverticula of the pericardium are very 
rare and their course is prolonged and benign, which 
makes the diagnosis difficult. Jansson has reported a 
sign which he thinks is pathognomonic: the divertic- 
ular mass is vertically elongated by deep inspirations 
and shortened by expirations, especially when the 
patient is lying down. However, this is also ob- 
served in solid tumors of the mediastinum and the 
heart. The sign has a positive value, but its absence 
does not impair the diagnosis. 

Although the unification of cysts and diverticula 
is justified from the clinicoroentgenologic point of 
view, there are criteria of differentiation from the 
anatomopathologic point of view: cysts do not com- 
municate with the pericardial cavity and they con- 
tain more fluid than diverticula. However, by in- 
volution of their pedicle, diverticula may lose any 
communication with the pericardial cavity, which 
makes their differentiation from cysts difficult. 

Pericardial cysts are subdivided into congenital, 
dermoid, lymphangiomatous, and inflammatory 
types. Pericardial diverticula are subdivided into 
properly called diverticula and hernias of the serosa. 
It is not always possible to distinguish roentgeno- 
logically between congenital and acquired cysts and 
between diverticula and hernias. Both cysts and 
diverticula may be single or multiple. Distinction 
between cysts and diverticula is possible only on 
anatomic examination, and not always then; there- 
fore, the two disorders are clinically and roent- 
genologically united under the term of pericardial 
diverticula. 

Subjective symptoms may be absent or consist of 
slight disturbances in the precordial region, oppres- 
sion, stitches in the homolateral arm or shoulder, 
sometimes asthenia, dyspnea, cough, and fever. Ob- 
jective symptoms consist of hypophonesis, a para- 
cardiac shadow fusing with that of the heart, some- 
times external fistula, and increased venous pressure 
because of an obstacle to the emptying of the caval 
veins. The clinical course is prolonged, periods of 
disturbances alternating with periods of well being. 
The prognosis is good. 

Roentgenologically, the diverticula usually ap- 
pear as opaque formations issuing from the contour 
of the heart and having an oval, semicircular, or, 
sometimes, polyhedral or polylobal form. More 
rarely they look like a pendulous, pyriform sac, 
with the inferior pole in the erect position. Their 
volume is very variable and remains constant after 
the first period of development. They are on the 
right side in 73 per cent of the cases and in the an- 
terior mediastinum in 93 per cent. Their opacity is 
usually less intense than that of the heart and is 
practically homogenous. Pulsations are sometimes 
absent altogether; sometimes the transmitted pulsa- 
tions are rhythmic but vary from case to case. 

Differential diagnosis must be made from aneu- 
rysm of the cardiac wall, tumor of the heart and 


pericardium, echinococcus cyst, left and right mega- 
auricle, persistence of the duct of Botallo, intra- 
pericardiac and extrapericardiac aneurysm of the 
ascending aorta, mediastinal lymphogranuloma and 
lymphosarcoma, benign tumor of the mediastinum, 
and dermoid cyst. 

In the reported case there were attacks of disturb- 
ance of the cardiac rhythm connected with sudden 
changes in the position of the body; these are con- 
sequently paroxysmal and postural arrhythmias. The 
electrocardiograms allowed the conclusion that the 
rhythmic center of the heart was constant and that 
the tachycardial crises were of sinus origin, i.e., a 
paroxysmal tachycardia of nomotopic site (node of 
Keith and Flack). As to the short duration of the 
crises, the sudden changes of position probably 
produced oscillations in the cyst which sent an im- 
pulse to the contiguous cardiac tissues. The venous 
pressure increased suddenly but temporarily on ces- 
sation of the stimulation; hence, the sudden but 
transitory tachycardia. RicHarD KEMEL, M.D. 


Some Observations upon the Radiology of the 
Small Intestine in Old Age. H. J. Juncmann 
and L. Cosin. Brit. J. Radiol., 1949, 22: 325. 


During routine gastrointestinal examinations for 
suspected peptic ulcer in old people, the authors 
noted changes in the roentgen pattern of the small 
intestine which appeared to be pathologic although 
there were no referable clinical symptoms. This 
prompted a systematic study of the small intestine 
in patients between 70 and go years of age. 

The usual barium follow-through method, as modi- 
fied by Ross Golden and Chamberlin, was adopted. 
There was no special preparation and the patient’s 
last meal was given g to 12 hours before the exami- 
nation. The barium meal consisted of 4 oz. of pure 
barium sulfate suspended in from 4 to 5 oz. of normal 
sterile saline solution, so as to avoid the possibility 
of allergic reactions. Serial roentgenograms were 
made after 15 minutes, 45 minutes, 1 hour and 45 
minutes, 2 hours and 45 minutes, and 4 hours. A 
preliminary lateral roentgenogram of the abdomen 
was taken to ascertain the degree of calcification of 
the abdominal aorta. 

First, 8 normal young adults, 7 women and 1 man, 
were examined. The findings in this group corre- 
sponded very closely to those described by Ross 
Golden. 

The second group consisted of 18 males between 
the ages of 70 and o1 years. In these, very great 
variation from the normal was observed. Whereas 
the transit time of the barium through the small 
intestine was unaffected, the most important ab- 
normalities concerned the alteration in intestinal 
tone. In 11 cases there was a definite increase in the 
tonus involving either the midregion alone (distal 
jejunum and proximal ileum), or the midregion and 
the terminal ileum. The hypertonus appeared 1 to 
2 hours after the meal and passed off during the 
later stages of the examination, but in 3 cases it per- 
sisted throughout the examination. Hypotonus was 
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found in 3 cases. Segmentation or scattering was 
noted in 15 of the 18 cases. Three cases showed a 
marked hyperspasticity during the whole of the 
survey. The abdominal aorta was calcified in 14 
cases. 

The authors state that the roentgen findings ob- 
served in the small intestine of old people correspond 
completely with those Ross Golden described as 
tyvical of “nutritional disorders.”” However, the pa- 
tiertts of Golden had symptoms referable to the gas- 
troiatestinal tract, whereas in the series examined 
by the authors there were no symptoms. 

The conclusion is reached that these roentgen ab- 
noymalities of the small intestine represent manifes- 
tations frequently occurring in normal persons of 
ndvanced age. The most likely cause is arteriosclero- 
sis of the abdominal vessels leading to anoxia of the 
‘nerve cells of Meissner’s and Auerbach’s plexus. 
The authors also advance the hypothesis that an 
indirect effect may occur through impairment of the 
nervous control of the gastrointestinal tract by the 
pontine centers in case of cerebral arteriosclerosis, 
with its resultant intermittent cerebral anoxia. 

T. Leucutia, M.D. 


Medulloblastoma: Nonoperative Management with 
Roentgen Therapy After Aspiration Biopsy. 
C. B. Petrce, W. V. Come, J. Boucwarp, and R. 
C. Lewis. Radiology, 1949, 52: 621. 


In view of the unsatisfactory results generally ob- 
tained in the treatment of medulloblastomas, the 
authors propose a modification of the management 
of these cases in an attempt to avoid the trauma in- 
cident to more extensive surgical intervention. After 
a careful clinical and ventriculographic orientation 
of the suspected tumor site, a twist-drill aspiration 
biopsy is taken. The diagnosis once established, 
roentgen therapy is started immediately. 

The twist-drill aspiration biopsy is a simple and 
safe procedure. At the Montreal Neurologic Insti- 
tute it is performed in the dressing room immediately 
off the ward. The same instruments and equipment 
are used as for ventriculography. In addition, 4 
No. 15 brain biopsy needle is required. Under local 
anesthesia, a twist-drill hole (using a No. 30 drill) is 
placed halfway between the inion and the mastoid 
process, just below the bulge in the occipital bone. 
Biopsy is done only if the intracranial pressure is 
high. The needle is inserted not to exceed a depth of 
7cm. The entire neurosurgical procedure, including 
shaving the head, can be done in less than 30 minutes. 

The authors performed twist-drill aspiration biop- 
sy in 16 cases of suspected cerebellar tumors, and 
diagnosed the following lesions: 5 medulloblastomas, 
(1 medulloblastoma proved at operation), 3 astrocy- 
tomas, 2 glioblastomas, 1 abscess, and 1 generalized 
encephalopathy. In 3 cases the biopsy remained 
negative, but on subsequent operations a tumor (1 
medulloblastoma, 1 astrocytoma, and 1 glioblasto- 
ma) was found. 

Upon histologic confirmation of the diagnosis, 
roentgen therapy is instituted. A tumor dose of not 
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less than 4,500 roentgens is given to the primary le- 
sion in 4 weeks, usually through 3 portals. During 
the next 2 weeks the entire spinal axis is also irrad- 
iated. However, here a tumor dose of only 1,500 
roentgens is administered through long narrow fields. 
During the first 4 or 5 days 100 roentgens only are 
given daily, to a single port, in order to avoid too 
much reaction. The following factors are used: 200 
kv., 50 cm. T.S.D., and Thoraeus filter, producing a 
beam with a high value layer of 2.0 mm. of copper. 

In the 5 cases of medulloblastoma diagnosed by 
the twist-drill biopsy procedure, the immediate re- 
sults obtained from roentgen therapy were very im- 
pressive. In fact, it is this observation which 
prompted the authors to publish the present pre- 
liminary report. It is too soon, and the number of 
cases too small, to permit final conclusions. 

T. Leucutia, M.D. 


RADIUM 


Reactions to X-Ray and Radium Therapy in the 
Treatment of Cancer of the Uterine Cervix. 
DANIEL G. Morton and JoHN A. KERNER. Am. J. 
Obst., 1949, 57: 625. 


Radiation therapy for cervical cancer, when ad- 
ministered according to the usual technique em- 
ployed at the University of California Hospital, car- 
ries with it a distinct morbidity and mortality. 
Radium alone produced little significant general re- 
action, but its use sometimes caused the induction or 
exacerbation of infection which occasionally was 
serious enough to cause death. Local destruction of 
tissue, and fistula formation were not of common 
occurrence when radium alone was used. 

Roentgen therapy often caused a general reaction 
and, in some cases, produced so much prostration 
and general metabolic disturbance that death fol- 
lowed. Proliferative changes in the normal connec- 
tive tissue structures were also observed, with con- 
sequent reduction in the vascularity of the tissues. 

The incidence of complications was definitely 
greater in cases in which both radium and roentgen 
therapy were used, and increased as the dose increas- 
ed. 

Although the percentage of survivals of patients 
so treated has greatly increased, the incidence of re- 
actions to radiation has also increased. Of 621 pa- 
tients, 19 died as a consequence of irradiation, and 2 
other patients probably died of the effects of radia- 
tion. 

Bowel obstruction (not due to cancer) occurred in 
38 patients; 76 developed colitis, proctitis, or rectal 
bleeding, and urologic complications developed in 48 
of these; hip fractures occurred in 5 patients, and 
fracture of the symphysis in 1 patient; there were 16 
fistulas which seemed to be the result of the radiation. 

Many of the patients who developed complica- 
tions following radiation therapy were anemic, or 
had a fever before the institution of therapy. 

The presence of these complications suggests the 
need for further study of this problem. Efforts to 
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determine the radiosensitivity of tumors should be 
continued, since reduced amounts of radiation might 
lessen the complications. 

Other methods deserving of further investigation 
or trial are the use of antibiotics, the role of pallia- 
tive surgery in cases of radionecrosis without recur- 
rence, continuous hospitalization during roentgen 
irradiation, and the determination of isotope curves 
for the method of treatment in use so that over-ir- 
radiation can be avoided on a more precise mathe- 
matical plan. Joun R. Wotrr, M.D. 


Radium Therapy in Carcinoma of the Female 
Urethra. Rosert E. Fricke and JAMEs T. McMi1- 
LAN. Radiology, 1949, 52: 533- 


A review of the literature revealed that carcinoma 
of the female urethra is relatively uncommon. The 
anatomy and lymphatic drainage of the female 
urethra are discussed. 

Treatment may be divided into four general 
types: cautery, excision, radium, and roentgen ther- 
apy. The smaller the tumor, and the more it is con- 
fined to the proximal portion of the urethra, the more 
applicable are cautery and excision in the treatment. 
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These methods can be used on the distal part of the 
urethra only at the cost of permanent incontinence. 
Radiation therapy may be used in conjunction with 
cautery and excision, although in the treatment of 
advanced lesions radiation therapy is usually used 
alone. Many types of radiation may be used. Ra- 
don seeds or radium needles may be implanted into 
the tumor. Radium tubes may be placed inside the 
urethra, or they may be placed inside the vagina 
either in contact with the anterior vaginal wall or in 
a vaginal applicator. 

Thirty-five cases of carcinoma of the female ure- 
thra in which treatment with radium was given at 
the Mayo Clinic, from 1918 through 1942, form the 
basis of this article. The method of treatment 
which gave the best 5 year survival was a combina- 
tion of excision or cautery with radium therapy. 

The technique of treatment was described in 2 
cases. The average age of the 35 patients at the time 
the diagnosis was made at the Clinic was 52.4 years. 
A majority of the lesions were squamous-cell epi- 
theliomas. Fifteen (44.1 per cent) of the 34 traced 
patients survived 5 years or more after treat- 
ment was started. 














CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


The Role of the Nervous System as a Cause of the 
Immediate General Symptoms Following a 
Burn (II ruolo del sistema nervoso nell’ insorgenza 
della sindrome generale immediata dopo scottature). 
MARCELLO PEREZ. Policlinico, sez. chir., 1949, 56:1. 


The author observed the blood pressure, pulse 
rate, respiratory rate, and general muscular reac- 
tions of morphinized dogs under ether anesthesia 
during immersion of one lower extremity in water 
at 90° C. for 30 minutes. The blood pressure became 
slightly elevated and the pulse and respiratory rates 
became markedly elevated. There were muscular 
reactions and the dogs whined. Multiple nerve block 
in the groin with 1 per cent procaine, previous to 
the burning, failed to modify the findings as compared 
to the controls. Section of the femur and all of the 
soft tissues except the femoral artery and vein like- 
wise failed to prevent the general symptoms noted 
in the controls. When, however, the perivascular 
sympathetic nerves were destroyed with 5 per cent 
phenol in dogs prepared as in the preceding group, 
the blood pressure and pulse remained stable. There 
were no muscular twitchings or whining, and the 
respiratory rate was elevated slightly. 

It was concluded that the immediate general 
symptoms, following a burn are instigated by af- 
ferent nerve stimuli from the burned area and not 
by any toxin. The persistent moderate elevation of 
the respiratory rate was explained by a rise in 
temperature of the blood returned from the im- 
mersed limb. N. CuristTrAN MEvER, M.D. 


The Healing of the Wound as a Biologic Phenome- 
non. SAMUEL C. Harvey. Surgery, 1949, 25: 655. 


The variables and phases of wound healing are 
discussed. Wound healing is described as a “‘reac- 
tion to injury” that is such a fundamental biologic 
phenomenon that neither individual organisms nor 
the species could continue without its existence. The 
first phase of wound healing is concerned with the 
removal or neutralization of nonviable material, 
while the second has to do with regeneration. Both 
of these stages are dependent upon the persistence 
throughout life of primordial or cytoblastic cells of 
degrees of potentiality which exist in the embryo. 
These cytoblasts persist to a varying degree and 
are active throughout life even after growth of the 
organism has ceased. They serve by multiplication 
and differentiation to replace cells which have be- 
come nonviable or to form additional cells for specific 
growth in response to additional demand. This 
course is dependent upon the formation of a suit- 
able “field” of induction. 

The reaction to injury and specifically the healing 
of the wound is a form of growth that, under normal 
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and uncomplicated circumstances, is primarily auto- 
catalytic and proceeds at a given velocity. This 
process takes precedence in the body economy and 
cannot be materially expedited; however, it can be 
stopped or delayed by many complicating factors. 

The function of the surgeon is to establish and 
maintain the optimum conditions for the healing of 
the wound by avoiding or controlling the factors 
that are likely to interfere with this normal biologic 
process. 

In the closed wound, for example, a sutured in- 
cision, there is an initial latent or lag period of about 
4 days when the tensile strength is no greater than 
that of the suture material. After this the tensile 
strength increases rapidly but with a diminishing 
velocity until it reaches a maximum strength in 
from 12 to 14 days. These figures were obtained by 
experimentation on the stomach wall. In the skin, 
tendon, and bone the secondary phase of increasing 
strength extends over weeks rather than days. 

It is pointed out that rough handling, excessive 
drying of the tissue, circulatory insufficiency, hema- 
tomas, serum accumulation, and unnecessary suture 
material delay the initial phase of healing. Defi- 
ciency of ascorbic acid causes the decrease of tissue 
collagen and the tensile strength is consequently 
less. Dietary deficiencies, notably protein, retard 
wound healing. C. Freperick Kittie, M.D. 


Blastomyceses. Special Study of Jorge Lobo’s Va- 
riety (Biastomicoses. Estudio especial da doenga de 
Jorge Lobo). Jorce Loso. Arg. med. cir. Pernam- 
buco, 1949, I: 3. 

Five varieties of blastomycosis are described and 
are named as follows: Busse-Buschke’s, Posadas- 
Rixford’s, Gilchrist’s, Lutz-Almeida’s, and Jorge 
Lobo’s. The last-mentioned condition, caused by 
the Glenosporella loboi, is characterized by keloid- 
like nodules which are the only representative of the 
cutaneous lesions. The micro-organism responsible 
for the condition has double contours, a diameter of 
from 8 to 164, and produces colonies in the form of 
concentric rings. All inoculated animals were found 
to be refractory. 

Several photographs of the patients with these 
lesions are supplemented by photomicrograms. 

In 1 case described in detail, sulfadiazine did not 
produce satisfactory results, which necessitated an 
extirpation of the lesion. JosepH K. Narat, M.D. 


Congenital Dermal Sinuses. Lester A. Mount. J. 
Am. M. Ass., 1949, 139: 1263. 


Congenital dermal sinuses are due to embryologic 
failure of the separation of the epithelial ectoderm 
from the neuroectoderm, which results in a connec- 
tion between the skin and the central nervous sys- 
tem. Infections may extend down the tube and in- 
vade the meninges or central nervous system. 
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The author reports 5 cases. Two cases resulted in 
meningitis and subdural abscess. This has been far 
the most common result of complications in all 
previously reported cases. The third case, with a 
thoracic dermal sinus, resulted in an intramedullary 
abscess of the spinal cord. After drainage of the 
abscess the patient made a remarkable recovery. 

Intracranial abscesses resulting from dermal si- 
nuses have not been reported previously in the 
literature. The author, however, presents 2 cases 
in which the sinus started in the occipital area, ex- 
tended into the posterior fossa, and ended in a cere- 
bellar abscess. Recovery occurred in all cases after 
surgery. Jack I. Wootr, M.D. 


Multiple Lipoma-Angiolipomas. KristiAN KROHN 
Kiem. Acta chir. scand., 1949, 97: 527. 


The author presents a résumé of 3 cases of mul- 
tiple lipoma-angiolipomas and points out the diffi- 
culty with which these lesions are differentiated 
from other benign tumors even after histologic ex- 
aminations. In one instance the appearance war- 
ranted a provisional diagnosis of glomus tumor, the 
proper diagnosis not being established with cer- 
tainty until several biopsies had been procured. 

This comparatively rare disease consists of mul- 
tiple subcutaneous tumors of varying size, often 
painful and generalized in distribution. There ap- 
pears to be a familial predisposition, and continued 
recurrence is rare. Microscopically, these tumors 
present an extremely varied picture of angiomas, 
lipomas and combined forms of both. It is sug- 


gested that this condition is a variation of multiple 


lipoma. Davip H. Lynn, M.D. 


Malignant Disease in Infancy and Childhood. 
Witrrip F. Gatsrorp. Arch. Dis. Childh., Lond., 
1949, 24: I. 

The great advances in prophylactic pediatrics dur- 
ing recent years has resulted in malignant disease 
assuming an increased prominence as a cause of 
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death in children. It now ranks higher than some of 
the commoner infectious diseases of childhood. Be- 
tween 0.25 per cent and o.5 per cent of admissions 
to a children’s hospital may be expected to be malig- 
nant tumors; in a cancer hospital, between 1 and 2 
per cent of the total number of cases are in children. 
The five commonest sites are as follows: (1) blood, 
(2) brain, (3) eye, (4) kidney, and (5) bone. 

It is not enough appreciated that a large percent- 
age of malignant tumors occur during the first 5 
years of life. The sites of malignant tumors in child- 
hood are different from those in adults. Moreover, 
many childhood tumors are peculiar to this age 
period and are not seen in later life. Steiner has 
emphasized that the histologic findings and the 
clinical progress may be at variance; childhood 
tumors often exhibit both a dissociation between a 
malignant histology and a benign clinical course, 
and tumors appearing to be malignant clinically 
may show no histologic evidence of malignancy. A 
third peculiarity is the tendency to rapid progress 
and wide metastasis in childhood tumors. 

Among autopsies of 3,000 newborn infants, Wells 
(1940) found 4 undoubted malignant tumors, all 
neuroblastomas. He collected 66 authentic cases 
from the literature. 

Over half of the cases of Wilms’ tumor are char- 
acterized by progressive swelling of the abdomen in 
infancy, with the presence of a mass on palpation. 
Boys and girls arc almost equally affected, as are the 
two sides. It must be differentiated from suprarenal 
neuroblastoma which may present a similar mass in 
the abdomen. Recovery from neuroblastoma, even 
in patients in whom there had been liberal metas- 
tasis, has been reported. Retinal gliomas (retino- 
blastomas) are probably present at birth, and 75 
per cent are unilateral. They are not seen after the 
age of 5 years. The prognosis is good if the affected 
eye is enucleated before glaucoma has occurred. 
(Wilms reports 12 recoveries among 14 patients.) 

Frank B. QuEEN, M.D. 
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